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Obesity is a serious health problem reaching epidemic 
proportions in America. While many etiologies and treat­
ments have been proposed for this disorder, behavioral ap­
proaches to weight loss have provided a signigicant improve­
ment in the degree of weight loss and habit change for many 
obese. Serious problems still exist particularly in indi­
vidual variability of responsiveness to treatment and main­
tenance of weight loss. The purpose of this study was to in­
vestigate the lifestyle and eating patterns of normal weight 
and overweight people in the natural environment. The re­
sponses of the normal weight group were compared to three 
obese groups: maintainers of weight loss, regainers of
weight loss, and those not successful at weight loss. The 
following variables were selected to examine in greater depth: 
congitive variables, eating patterns, physiological variables, 
physical activity, life stress, and perceived risk of over­
weight.
A total of 240 subjects, 102 males and 138 females, were 
run. The blood pressure, height, and weight of each subject 
was measured along with the six variables listed above. As­
sessment instruments employed included: Eating Pattern Quest­
ional re, the Kenyon Attitude Scale, the Revised Master Quest- 
ionaire, the Restraint Scale, the Physical Activity Scale, 
the Life Experiences Survey, and the Weight History Question- 
aire. Similarities between obese and regaining individuals 
and normal weight and maintaining individuals were found on 
several measures. The importance of cognitive-environmental 
factors in contributing to the etiology and treatment of ob­
esity was supported by the results of this study as well. 
Specifically, the most interesting findings were those on 
the effects of cognitions on successful weight loss and main­
tenance. The Revised Master Questionaire was found to be a 
sensitive and valid instrument for differentiating between 
the cognitions concerning weight loss for the normal weight 
and maintaining females versus the regaining and obese fe­
male groups. Recommendations for future research are dis­
cussed.
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Introduction
Researchers of all persuasions have long been con­
fronted with the problem of weight reduction in the obese. 
Medical, nutritional, and psychological treatments have been 
developed, implemented, and discarded (Leon, 1976). The 
last decade has seen a move towards behavioral approaches 
to weight reduction. Although behavioral treatments have 
provided a significant improvement in the degree of weight 
loss and habit change for many obese, serious problems exist, 
particularly in individual variability of responsiveness to 
treatment and maintenance of weight loss. Treatment out­
come studies of behavioral weight loss programs have pro­
liferated, often employing minor modification of program 
components in attempts to increase the maintenance and gen­
eral izabil ity of the treatment; these studies have been far 
from 100% successful. Indeed, Wooley, Wooley, and Oyrenforth 
(1979) states that "failures of the learning model have less to
do with the ingenuity and technical adequacy of the techniques 
than with limitations in the explanatory power of the model
itself". Therefore, the recent weight loss literature goes 
beyond the reporting of treatment results and questions some 
of the underlying foundations of behavioral treatments of ob­
esity.
One aspect of weight control that remains unexamined is 
how "normal weight" people stay that way. Intuitively, it 
seems reasonable to assume that people who maintain a steady
weight over long periods of time have developed techniques 
to assist them-e.g., they cut down on intake or increase 
exercise after gaining two pounds. The need to examine how 
steady weight maintainers cope with the urge to overeat in 
the natural environment seems clear. By investigating the 
behavior of weight loss maintainers and those normal weight 
people who maintain a steady weight, clues to the most power­
ful techniques to "keep it off" may be obtained.
The purpose of this study was to investigate the life­
style and eating patterns of normal weight and overweight 
people in the natural environment. The responses of the nor­
mal weight group were compared to three obese groups: main­
tainers of weight loss, regainers of weight loss, and never 
successful at weight loss. The literature suggested the 
following variables as the most promising to examine in 
greater depth: cognitive variables, eating patterns, phy­
siological variables, physical activity, life stress, and per­
ceived risk of overweight.
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Obesity: Cause for Concern
Obesity is a serious health problem reaching epi­
demic proportions in America. Thirty percent of all 
Americans can be classified as overweight based on the 
criteria of being 20% or* more above their recommended 
weight in a height-weight table (Mayer, 1968). There is a 
steady increase in the percent of the population overweight as 
age increases, with some 25% to 45% of Americans over age 30 
estimated to be overweight (Stunkard, 1975; United States 
Public Health Service, undated). These percentages trans­
late into some 70 million obese Americans, and that number 
is increasing annually (Jeffrey & Knauss, 1981).
The health implications of obesity are staggering and 
it has been labeled as "one of the most prevalent health 
problems in the United States today" (United States Pub­
lic Health Service, undated). Excess fatty tissue places a 
severe strain on an otherwise healthfully functioning body, 
particularly on joints, muscles, and internal organs (Jeffrey 
& Katz, 1977). Strain on the heart caused by excess weight 
is a major contributor to heart disease (Mayer, 1968).
The obese have an increased risk of contracting a 
serious illness; caloric overnutrition also exacerbates 
any pathologies present in an individual before he or she 
becomes obese (Mann, 1974). Cardiovascular diseases, such 
as hypertension and coronary heart disease, occur more fre-
quently among the obese, and the presence of obesity in­
creases the mortality risk from these disorders (Cooper, 
1977). Serum cholesterol levels rise with excess adipose 
tissue; therefore, the obese have a high rate of arterio­
sclerosis (Mann, 1974). Diabetes is another debilitating 
disease highly associated with obesity (Wilson, Fisher, & 
Fuqua, 1975). Obesity is implicated as a significant fac­
tor in may other diseases, including breast and colon cancer 
(Gori, 1977); hernia, gall bladder diseases, and hemmorhoids 
(United States Department of HEW, 1973); and womb and kidney 
cancer (Wynder, 1977). In addition, the life span of an 
obese individual is shorter than that of his or her normal 
weight counterpart, with a mortality rate from 42% to 70% 
higher (Armstrong, 1951).
The psychological costs of obesity are also great. The 
"fat" person often suffers from poor self esteem, lowered 
self confidence, depression, and increased self consciousness, 
Being viewed by others as lacking in self control and as 
physically repulsive may color the obese person's view of 
him or herself (Jeffrey & Katz, 1977). Often a cycle begins 
in which the more severely emotionally disturbed an obese 
person becomes, the more negative their self image and the 
more disturbed their body image (Stunkard & Mendel son, 1967).
The economic cost of obesity is high as well. An 
estimated 8 to 10 billion dollars are spent per year on 
weight loss programs, pills, equipment, and foods, most of 
unsubstantiated value (Wynder, 1977). Dr. George Briggs,
testifying before the United States Senate Select Committee 
on nutrition (1977), reported that America's health care 
bill, $200 billion and rising, can be partly attributed to 
the nation's poor diet. Economic costs also include the 
sacrifice of lucrative career alternatives due to the phy­
sical restrictions placed on the obese and personnel sel­
ection procedures that are biased against the obese person 
(Jeffrey & Katz, 1977).
Obesity, then, is a serious national health problem 
along several dimensions- including the physical, psycho­
logical, and economic. The costs incurred by the obese are 
paid by both the obese individual and his or her community. 
Defining and Assessing Obesity
The diagnosis of obesity is not just dependent on the 
presence of excess body weight (Wilson, et al, 1975). A 
person can be overweight without being obese, as obesity is 
defined as the accumulation of excess adipose tissue rela­
tive to lean body mass (Bray, 1970). A descriptive example 
often used is that of a well developed athlete who weighs 
more than a standard height-weight table would predict. 
Since the athlete's overweight stems primarily from muscle, 
not adipose tissue, he or she is not classified as obese. 
(Wilson, et al, 1975).
The use of body weight alone as a dependent variable 
in weight loss research is less reliable and meaningful 
than when it is paired with body fat measures. The excess
body weight of concern is the fatty portion, and body fat is 
often not highly correlated with body weight (Seltzer & Mayer, 
1965). Using body weight as a treatment outcome measure may be 
misleading and disheartening; several researchers have found 
significant body fat loss without significant weight loss (Demp­
sey, 1964; Moody, Kollias, & Buskirk, 1969). This occurs when 
lean body mass takes the place of fat (Moody, et al., 1969).
Techniques for directly assessing body fat are expensive, 
complicated, and consequently, not frequently used in obesity 
treatment research. Indeed, the only direct method mentioned in 
the literature is analysis of body fat present in cadavers, done 
only seven times in this century (Katch & McArdle, 1977). Den- 
sitometric measures of body fat involve hydrostatic weighing of 
subjects, on the principle that the weight of the subject will 
displace an equivalent volume of water (Katch & McArdle, 1977). 
This technique requires expensive instrumentation and is not avail 
able to many clinical researchers.
Pragmatically, one simple method producing estimates of 
body fat is a skinfold thickness measure (Mayer, 1968). Much 
of the body's fat lies just beneath the skin and by measuring 
the size of the fatty layer at several points on the body, an 
estimate of percent fat can be arrived at fairly accurately. A 
skinfold caliper is the instrument employed to measure the fat 
layer. Caliper measures are used in conjunction with equations 
developed to predict percent body fat. Durnin and Rahaman (1967)
have developed an equation for body fat prediction calculated 
by using four skinfold sites: biceps, triceps, subscapula, and
supraliac. Although caliper measures have been reported often 
in the medical and psychological obesity literature, their re­
liability is questionable unless done by experienced investigators 
(Katch & McArdle, 1977), Bray (1978) recommends using height and 
weight to predict lean body mass rather than skinfold measurements 
in view of the reliability problems noted above. Average body 
fat values for different sex and age groups are available, and 
overfatness standards are often set at over 20% for males and 
over 30% body fat content for females (Katch & McArdle, 1977).
Percent overweight is another obesity criterion often cited
in the literature. Formulas to calculate percent overweight 
/Current weight - ideal weight»
' ideal weight ' often utilize height-weight charts,
such as the Metropolitan Life Insurance Weight Standards Table 
(1959), to determine ideal weight (Leon & Roth, 1977). The insur­
ance tables have been described as not representative of the entire 
population as well as outdated (Jeffrey & Knauss, 1981). Spe­
cific research problems created by utilizing these tables in­
clude the need to estimate frame size and use of weight ranges 
rather than one ideal weight.
Thomas, McKay, and Cutlip (1976) advocate use of the Body 
Mass Index (BMI) (weight/height^) to estimate ideal weight. The 
BMI nomograph (Appendix A) supplies the researcher with a "con­
tinuous qualitative scale for acceptable weight ranges for vari­
ous heights", without necessitating the use of frame size est-
imation (Jeffrey & Knauss, 1981). Although eliminating some of 
the methodological problems noted above, the BMI Nomograph still 
relies on insurance tables to determine population norms.
It is evident that more than one measure is needed for 
the accurate assessment of obesity. Using body weight, height, 
and percent overweight provides the researcher with the infor­
mation necessary to assess degree of obesity. In addition, be­
cause the presently used measures of obesity are indirect and 
not perfectly correlated with body fat, it seems prudent to in­
clude such factors as general physical health and psychological 
functioning in attempting to assess obesity as a multidimensional 
variable (Rogers, Mahoney, Mahoney, Straw, & Kenigsberg, 1980). 
Behavioral Treatment of Obesity
Beginning with the pioneering article by Ferster, Nurnberger, 
and Levitt (1962), behavioral treatments of obesity have become 
a major treatment approach in the obesity literature. Several 
comprehensive reviews have documented the methods used in be­
havioral treatments (Bellack, 1978; Jeffrey & Knauss, 1981; 
Stunkard & Mahoney, 1976). Techniques often employed in behav­
ioral obesity treatments include: covert sensitization, thera­
pist reinforcement, and self control strategies such as self mon­
itoring, self control, stimulus control, and self reinforcement 
(Stunkard & Mahoney, 1976). Treatment outcome studies have shown 
the short term superiority of behavioral obesity treatments over 
other treatment modalities (Hagen, 1974; Hall, 1972; Wollersheim,
1970). Comprehensive treatment packages, with an emphasis on 
lifestyle changes brought about by the employment of self control
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and stimulus control techniques, have become the focus of the 
behavioral therapy approach to weight control (Harris, 1969; 
Jeffrey & Katz, 1977; Romanczyk, Tracy, Wilson, & Thorpe, 1973; 
Stuart & Davis, 1972). These treatment packages have been im­
plemented in group settings (Wollersheim, 1970) or through bib- 
liotherapy (Hagen, 1974); other studies have modified or manipu­
lated package components in an attempt to isolate the more power­
ful components (Jeffrey, 1974; Lindstrom, Balch, & Reese, 1976). 
Recent studies have begun to examine the role of exercise in 
creating a positive energy balance and increasing weight loss 
(Dahlkoetter, Callahan, and Linton, 1979; Harris and Hallbauer, 
1969). These attempts to streamline already effective behavioral 
treatment packages have resulted in necessary improvements and 
more efficient use of therapist and client time (Hanson, Borden, 
Hall. & Hall, 1976),
On the other hand, long term followup studies of behavioral 
obesity treatments have not demonstrated treatment effects that 
are maintained or clinically significant (Loro, Levenkron, & 
Fisher, 1979), Brightwell and Sloan (1977) report that behavior 
therapy for weight loss can be described only as a promising 
approach that has not been "clearly demonstrated to be an effect­
ive, permanent, and practical treatment for obesity". Coates 
(1977) describes behavior therapy for obesity as "plagued" by 
the issues of subject's variability of responding to treatment 
and lack of maintenance of weight loss. For example, Jeffrey, 
Wing, and Stunkard (1978) found weight changes in an experimental 
group that ranged from +7 to -47 pounds, Penick, Fill on. Fox,
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and Stunkard (1971) reported that the behavioral treatment em­
ployed produced greater mean weight losses and greater variablility 
in response to treatment than the comparison groups. Often, 
reporting only mean weight losses disguises the real individ­
uality of subjects in terms of weight loss.
There is also great individual variability during maintenance 
phases. Few studies provide adequate follow-up data of six months 
to two years in length (Hall & Hall, 1974). Those studies supply­
ing one year follow-up data report that subjects, in most cases, 
either regain lost weight (Hall, 1972; Mahoney, 1974) or stop 
losing when the program ends (Jeffrey, et al., 1978; Mahoney 
& Mahoney, 1976 (b)).
Cooke and Meyers (1980) point out that when using standard 
treatment programs, behavior therapists are implying that the 
"problem of obesity is caused and maintained by the same factors 
in all subjects", a questionable assumption. Investigating in­
dividual differences and their impact on weight control thus be­
comes the necessary next step towards better understanding this 
disorder and developing more effective and permanent weight 
control programs.
Individual Differences
The tremendous individual differences in responsiveness to 
behavioral treatments of obesity stem from the individual differ­
ences within the population of the obese. In the search for var­
iables that might predict successful from unsuccessful weight 
controllers, researchers have explored variables such as etiol-
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ogies of obesity, demographic and personality variables, dif­
ferences in physical activity, eating styles and patterns, cog­
nitive variables, and self-efficacy.
Etiologies of Obesity
Perhaps nothing illustrates the need for individualization 
of obesity treatment better than the numerous and complex etiol­
ogies proposed for this disorder. Indeed, the simple notion of 
eating too much and exercising too little, while valid in many 
obesity cases, is being supplemented by the view of obesity as 
a "complex disorder which is multiply determined by several 
classes of etiological factors" (Jeffrey & Knauss, 1981).
Briefly, most theories on the origin of obesity can be 
classified as physiological or psychological. Physiological 
etiologies emphasize the effect of hereditary, neurological, meta­
bolic, and adipose cell factors on the body's weight regulating 
systems. Extensive physiological research has shown the impor­
tance of all these factors in certain types of obesity; however, 
only 3 to 11% of obesity can be attributed to these physiological 
factors alone (Kaplan & Kaplan, 1957). Wooley, Wooley, and 
Oyrenforth (1979) point out several implications of the physiolo­
gical aspects of obesity including the necessity of attending 
to individual differences in order to improve weight loss success 
and reduce unwanted side effects.
An excellent illustration of the importance of physiologi­
cal factors on weight loss is the age of onset hypothesis. The 
importance of age of onset lies in the changing cellular deter­
minants of obesity at different developmental levels. Hyperplasia,
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an abnormally high number of fat cells, can occur only during 
certain critical periods for fat cell development. These 
critical periods occur from birth to 24 months old and immed­
iately preceding puberty (Knittle, 1972). Outside these cri­
tical periods and throughout adulthood, humans possess a stable 
number of fat cells and overweight occurs through hypertrophy, 
an increase in the size of fat cells (Greenwood & Johnson, 1977). 
Thus, childhood obesity involves increasing the number of fat 
cells, while adult onset obesity is caused by cell size increase. 
Since the number of fat cells cannot be decreased, the dieting 
of a childhood onset obese individual will result in too many 
underfilled fat cells and a body fat level below normal for that 
person. Any weight loss will be more difficult to maintain than 
that of the adult onset's weight losses,which results in a normal 
rather than high amount of fat in each fat cell. In line with this 
theory, Hirsch and Knittle (1970), using a needle biopsy procedure 
to extract fat cells from the human body, found a significant cor­
relation between fat cell size and body weight, with a 40% increase 
in adipose cell size among the obese.
Experimental investigation of this hypothesis has produced 
mixed results. Young, Moore, Berresford, Einset, and Waldner 
(1955) reported less success in a weight loss program for those 
subjects who were obese as children than those classified as 
adult onset obese. Silverstone and Cooper (1972) found that 37% 
of their early onset subjects were successful in contrast with 
47% of the adult onset subjects who were successful . Recent studies
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testing the age of onset hypothesis (Ferguson, 1976; Mahoney, 
Rogers, Straw, & Mahoney, 1977) have not found age of onset to 
be a significant predictor of response to treatment. The lack 
of weight loss maintenance reported in most studies further 
clouds the relationship between age of onset and ability to 
maintain weight loss (Cooke & Meyers, 1980).
Most cases of overweight can be described as psychological 
rather than physiological in origin (Kaplan & Kaplan, 1957). 
Psychological etiologies include psychodynamic, stimulus-bound, 
and learning theories (Jeffrey & Knauss, 1981). Psychodynamic 
theories of obesity characterize overeating as a function of an 
oral fixation or a regression to the oral stage of development 
(Jones, 1953). Obesity, then, is viewed as the manifestation of 
some underlying psychological disturbance. Mendel son (1966) pro­
poses that obese persons can be placed along a continuum of emo­
tional disturbance ranging from lower to increasing levels of 
disturbance.
Stimulus bound theory has its basis in the work of Schachter 
and his colleagues, who have hypothesized that the sensation of 
hunger is highly influenced by situational variables (Schachter,
1971). An obese person's appetite would therefore be controlled 
by external stimuli rather than internal hunger states.
The learning theory of obesity utilized a functional analysis 
of eating and other behaviors involved in obesity in order to build 
self control in eating (Ferster, et al., 1962). As noted earlier 
(pg. 10), the behavioral literature has expanded the functional 
analysis to include a vast array of components of obesity; to date.
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this paradigm has proved to be the most useful in terms of suc­
cessful weight loss.
In most cases of obesity, etiology will include some mixture 
of the physiological and psychological theories noted above. For 
example, Mayer (1968) points out that overeating must occur to 
allow the activation of a genetic predisposition to obesity.
Before assigning an individual to any treatment. It seems im­
perative to assess for etiological factors that might help or
hinder the individual's success with that particular treatment. 
Demographic Variables
Numerous studies have attempted to examine the effect of demo­
graphic variables such as age, sex, socioeconomic status(SES), 
and marital staus on successful weight loss. In most cases, no 
difference in weight loss has been found among different age 
groups(Jeffery et al, 1978; Wollersheim, 1970). Stunkard and 
McLaren-Hume(1959), after reviewing four studies, reported that 
men seemed more successful than women in terms of weight reduc­
tion, while Jeffery et al(1978) and Mahoney(1974) found no 
differences between the sexes. SES levels exert an important 
influence on the prevalence of obesity. Goldblatt, Moores, and 
Stunkard(1965) reported that the prevalence of obesity was six 
times greater among low SES females than high SES females, while 
Moore, Stunkard, and Srole(1962) found obesity seven times more 
common among women of low SES in their sample. Although the
the compelling effect of SES on the prevalence of obesity has been 
well documented, the effect of SES on weight loss success has not
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been clearly demonstrated( Borden, Note 1; Wing & Jeffery, Note 12).
The effect of marital status on weight loss is also far from clear 
cut(Borden, Note 1; Wing & Jeffery, Note 12). Among married couples, 
the influence of spouse involvement on successful weight loss has 
received increasing attention with equivocal results(Heckerman &
Zitter, Note 3). Mahoney and Mahoney(1976b), Brownell et al (1978), 
and Saccone and Israel(1978) reported that the involvement of sig­
nificant others in weight loss treatments resulted in significantly 
higher weight loss than the same treatment with no significant other 
involvement. On the other hand, O'Neill, Curry, Hirsch, Riddle, Taylor, 
Malcolm, and Sexauer(1979) completed a retrospective analysis of 
spouse involvement in a behavioral weight loss program. No spouse in­
volvement effect was found. Zitter( Note 13) and Brownell (Note 2) 
conducted treatment outcome studies comparing different levels of
spouse involvement; neither study found any significant spouse in­
volvement effect. Because of the contradictory findings reported
in the literature, the issue "of spouse involvement is still open to 
further investigation" (Heckerman & Zitter, Note 3).
In general, then, the findings reported in the literature on demo­
graphic variables as weight loss predictors have been mixed(Jeffrey & 
Knauss,1981; Weiss, 1977). Cooke and Meyers(1980) present a different 
perspective on the usefulness of demographic variables for predicting 
weight loss success. They report that much of the behavior therapy
obesity research has been done with two homogeneous populations: 
mildly overweight college age and middle age, middle class females.
Because of the homogeneity of the groups studied, lack of differential 
treatment effectiveness across demographic variables has not been es­
ta bl i shed.
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Personality Variables
ures employed to differentiate successful 
weight controllers from nonsuccessful controllers include instru­
ments such as the Rotter Internal-External Locus of Control Scale 
(I-E Scale), Minnesota Multiphasic Personality Inventory (MMPI), 
and the Beck Depression Inventory. The Rotter I-E Scale has been 
used particularly often in obesity treatment research because of 
its utility as a measure in the stimulus-bound obesity paradigm. 
Results of the I-E Scale's use as a predictor variable for weight 
loss success have been equivocal (Bellack, Rozensky, & Schwartz, 
1974; Jeffrey & Knauss, 1981; Vincent, Schiavo, & Nathan, 1976), 
Bellack et al, (1974) suggest that the Rotter I-E Scale might 
be useful in deciding what type of treatment a subject would do 
best in, with internally controlled subjects more successful in 
self control programs, while externally controlled subjects would 
succeed in a program emphasizing external contingencies and ther­
apist control. Further research is needed to determine the valid­
ity of this hypothesis.
Chapman and Jeffrey (1979) found better maintenance and con­
tinued weight loss at a 27 week treatment follow-up in women with 
an internal locus of control and a high need for social approval. 
This finding was interpreted as an interaction between the two 
traits in that wanting to appear more socially desirable would 
serve as a powerful motivator for wei ght loss, while an internal 
locus of control increased the subject's belief in the success 
of their efforts. This finding did not emerge until the 27 week 
follow-up, "when an intensive treatment program was not overriding
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personality factors" (Chapman & Jeffrey, 197 9). It seems prudent, 
then, to collect personality information from obese persons during 
all treatment as well as nontreatment phases to better determine 
the effects of personality on weight control.
Leon and Roth (1977) reported that their obese subjects ob­
tained significantly higher scores on the Depression (2) and Psy- 
chasthenia (7) scales on the MMPI than the norm. Different scale 
scores among the obese did not predict responsiveness to treatment. 
Penick et al. (1971) also reported no relationship between MMPI 
profile and successful weight loss. Other researchers, employing 
trait and state anxiety measures (Wollersheim, 1970); the Taylor 
Manifest Anxiety Scale (Stunkard and McLaren-Hume, 1959); and 
the Marlowe-Grown Scale of Social Desireability (Vincent, et al., 
1976) have shown these measures not to be useful predictors of 
weight loss success. Weiss (1977), on the basis of an extensive 
literature review, concludes that the literature "does not support 
the utility of measures of personality in predicting who will be 
successful at weight reduction". Although not useful for weight 
loss prediction, personality measures may play a useful role in 
matching subjects to treatments, as illustrated by the findings 
of Bellack, et al. (1974) and Chapman and Jeffrey (1979) using the 
Rotter I-E Scale.
Physical Activity
Most treatment research has focused on modifying calorie intake 
rather than energy output (LeBow, 1977) even though amount of exer­
cise is an important contributing factor to obesity. Often, an obese
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person maintains his or her weight with a minimal calorie intake 
due to lack of exercise (Johnson, Burke, & Mayer, 1956). Chirico 
and Stunkard (1960) reported that obese men and women walked 40% 
less than normal weight men and women. Johnson et al. (1956) 
reported that obese high school girls engaged in fewer active 
sports or "vigorous activities" than their nonobese peers.
Behavioral weight loss programs have only recently begun to 
incorporate exercise into treatment packages. Harris and Hall­
bauer (1973) compared a self control program (eating habit change) 
with a self control program emphasizing both eating and exercise 
habit changes. Although the groups did equally well during the 
treatment program, the seven month followup showed more weight loss 
for the eating plus exercise group. Dahlkoetter, Callahan, and 
Linton (1979) compared the success of three groups in a behavioral 
weight loss program: eating change, exercise habit change, and a
combination of both eating and exercise habit change. The combined 
group lost more weight than the eating or exercise alone group.
Inclusion of an exercise program in behavior treatments for 
obesity benefits subjects by improving their cardiovascular con­
ditioning and physical fitness as well as improving weight loss 
(Jeffrey & Knauss, 1981). Dahlkoetter, et ai. (1979) reported 
lowered pulse rate for subjects in the exercise group. Internal 
changes include increased heart efficiency, reduced level of fat 
in the blood stream, and reduced blood pressure (Williams, 1965; 
Wilson, et al., 1975). Blood pressure, the amount of force exerted
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against the artery walls, increases as a result of obesity 
(Hockey, 1977), Thus, hypertension, a serious health problem, 
occurs more often among the obese than among the nonobese. Wilson, 
et al. (1976) reported that the mortality rate for obese hyper­
tensives is higher than for those who are only obese or only 
hypertensive. Dustin (1980) states that physicians should em­
phasize weight control and increased exercise "above all" in 
treating hypertension.
Both the amount of exercise and degree of overweight have 
an important effect on high blood pressure. The degree of hy­
pertension evidenced by overweight, normal weight, maintaining, 
and regaining individuals may provide useful information on the 
health risk factor of obesity. Cardiovascular and physical ac­
tivity measures such as blood pressure and amount of exercise 
provide valuable information on several aspects of obesity, in­
cluding health risk and possible etiology; consequently, they 
should be included in any exploration of individual differences 
that relate to obesity.
Attitude towards physical activity remains a relatively un­
explored aspect of obesity. Obese persons whose low activity 
levels make weight reduction difficult (or impossible) may exer­
cise infrequently because of a negative attitude towards physical 
activity. The Kenyon Attitude Scale (Kenyon, 1968) is a 6 factor 
scale designed to measure attitude towards physical activity. Al­
though primarily used by physical educators, its application to
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an obese population may provide information useful in predicting 
compliance with exercise programs and maintenance of weight loss 
through continued exercise.
Eating Patterns
There is evidence that the emotional concommitants of eating 
differ between normal weight and obese individuals. Leon and 
Chamberlain (1973) found that weight loss maintainers ate primar­
ily in response to loneliness and boredom, while regainers ate 
in response to a greater variety of emotionally arousing events.
Leon and Chamberlain (1973) concluded that regaining was probably 
related to the greater number of emotional states that served as 
discriminative cues for eating among regainers. Other investiga­
tors, using the Eating Patterns Questionnaire (Wollersheim, 1970), 
found differences between subjects who lost weight and those who 
did not on factors such as eating in response to interpersonal 
situations, eating as a reward, eating in response to evaluative 
situations, and emotional and uncontrolled overeating (Hagen,1974; 
Wollersheim, 1970).
Herman and Mack (1975) developed the Restraint Scale to assess 
concerns with weight and eating behavior. The Restraint Scale 
classifies individuals as either restrained or unrestrained eaters* 
with high restraint subjects more susceptible to environmental cues 
to overeat. Herman and his associates (Herman & Mack, 1975; Herman 
& Pol ivy, 1 975; Pol ivy, 1 976) have employed the Restraint Question­
naire extensively and conclude that the concept of "restraint" re-
21
presents an important behavioral mechanism for both normal 
weight and obese individuals. They report that eating pat­
tern differences occur across restraint levels rather than 
across weight levels, with low restraint eaters responding 
to internal regulation of intake and high restraint eaters 
to external food stimuli.
Although evidence is far from conclusive, eating pat­
terns seem to differentiate weight loss maintainers from 
regainers. The concept of "restraint" seems to have some 
validity for prediction of eating patterns as well. Fur­
ther use of the instruments cited above with weight loss 
maintainers, regainers, and normal weight individuals seems 
pertinent to any exploration of individual differences that 
relate to obesity.
Cognitive Variables
By examining an individual's cognitions concerning eating, 
overweight, and weight loss, important information about moti­
vation and belief in a weight loss program can be obtained, 
Mahoney and Mahoney (1976a) emphasize the cognitive ingredients 
necessary for successful weight loss. Three problematic cog­
nitive systems that characterize the obese are perfectionistic 
personal goal setting, cognitive claustrophobia, and negative 
private monologues. Perfectionistic goal setting leads to all 
or nothing thinking and allows the dieter no room for error. 
This feeling of being "locked in" creates cognitive claustro­
phobia, in which the obese person spends much time focusing on 
what he or she cannot eat. Polivy{1976) highlights the cogni­
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tive factors influencing the restrained eater who chooses 
to continue to overeat if he or she is told that they have 
already consumed a high calorie food. In other words, 
feeling that they have blown their diet anyway, restrained 
eaters tend to keep on eating. Private monologues consist 
of negative dietary or self statements that plague the diet­
er. These covert monologues, often vague and general state­
ments of personal unworthiness, make self reward for appro­
priate eating behavior difficult for the obese person (Abram­
son, 1977). Mahoney and Mahoney (1976b) underscore the impor­
tance of private events to weight loss by conceptualizing obe­
sity as a completely individual process in terms of etiology, 
maintenance, and treatment. On an individual level, the need 
for the assessment of cognitive variables such as motivation 
and self talk seems particularly cogent for appropriate treat­
ment interventions.
There is some support for the importance of cognitive var­
iables in successful weight control. Stuart and Guire (1978) 
surveyed 721 Weight Watchers members 15 months after they 
reached goal weight. Maintainers tended to consider themselves 
overweight when three pounds above goal weight, made more life­
style changes, and continued using Weight Watchers techniques 
after reaching goal weight. Rodin, Bray, Atkinson, Dahms, 
Greenway, Hamilton, and Mol itch (1977) assessed the personal 
characterstics of overweight clients before they were assign­
ed to treatments for obesity. Those who completed treatment
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and lost the most weight had the attitude that poor eating 
habits caused obesity, in contrast with the less successful 
group who blamed overweight on hereditary or physical fac­
tors. Leon and Chamberlain (1973) reported that maintainers 
and normal weight subjects used several of the same cogni­
tive strategies to control their weight, including covert 
restraint and stimulus control strategies. Mahoney, Rogers, 
Straw, and Mahoney (Note 7) report that 86 obese subjects 
were treated with a behavior therapy approach utilizing pro­
blem solving training. The Cognitive Factors Questionnaire 
was developed to assess cognitive beliefs about weight loss 
held by the subjects. Higher scores on the Questionnaire, 
which reflect positive self statements about the self and 
the weight loss program, were positively correlated with 
fat loss (Mahoney, et al., 1977).
Further comparisons between maintainers, regainers, and 
normal weight persons seem indicated to identify similarities 
or differences in the cognitive variables affecting weight 
control. It seems reasonable to assume that normal weight 
people who maintain a steady weight over long periods of 
time have developed techniques to assist them. There is 
nothing in the obesity literature detailing how normal weight 
people cope with the urge to overeat. By examining the cog­
nitions of normal weight persons who maintain a steady weight 
and weight loss maintainers, clues to the most powerful tech­
niques to "keep it off" may be obtained.
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Other Variables
Recent research has broadened the range of possible 
weight loss predictors. Wilson (1976) advocates a shift 
to studying interpersonal factors such as self acceptance 
and coping skills. In his paradigm, weight loss becomes a 
consequence of better adjustment, not a precondition (Wil­
son, 1976). Jeffrey and Coates (1978) discuss the need to 
assess, among other variables, the ability of the obese 
client to cope with stressors, Gormally, Rardin, and Black 
(in press) utilized the Life Events Survey (Sarason, Johnson,
& Siegel, 1978) to determine the positive and negative im­
pact of life changes on weight control. Subjects who gained 
weight during the followup period reported more life changes 
resulting in a negative impact on their weight control suc­
cess while maintainers described their life changes as having 
a positive impact on weight control. Further investigation 
of life events and their impact on weight control seems useful 
The effect of negative life events on an individual's 
coping skills is mediated by variables such as social support 
and locus of control (Eaton, 1978; Johnson & Sarason, 1978). 
The notion of self efficacy (Bandura, 1977) may serve as a 
mediator as well. The self efficacy expectations of an indi­
vidual help determine if coping behaviors will be initiated, 
how much effort the individual will expend in coping, and how 
long coping behaviors will be sustained in the face of life 
stress (Bandura, 1977). Efficacy expectations include an
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individual's belief that he or she can successfully com­
plete the behaviors required to produce the desured outcome 
and that individual's belief in the value of the outcome.
It would be interesting to investigate any relationship be­
tween weight increases in obese or normal weight individuals, 
life stressing events, and self efficacy. Obese individuals 
may have low self efficacy expectations about weight control, 
and consequently may not feel that they can benefit from at­
tempts to lose weight; normal weight persons would be expected 
to be more confident in rating their weight control efficacy. 
Any interactions between stressful life events and self ef­
ficacy ratings could serve as predictors of weight loss and 
maintenance success.
Researchers in other addictive behaviors (smoking, alcohol 
consumption) have begun to focus on the decision making pro­
cesses that individuals go through when they decide to con­
tinue a habit they consider harmful to their health. Mausner 
and Platt (1971) employed the concept of subjective expected 
utilities (SEU) - consideration of the positive and negative 
consequences of smoking and the subject's expectation that 
these consequences are likely to occur. The higher a sub­
ject's SEU, the more likely he or she was to stop smoking. 
Janis and Mann (1968) describe the "balance sheet" model of 
decision making, in which the individual weighs the positive 
and negative consequences of alternative choices before making
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a decision. Eiser and Sutton (1977) hypothesize that some 
smokers may view smoking as a rational choice when the al­
ternative choice is participation in a treatment that they 
do not have a great belief in. Although the health impli­
cations of obesity are receiving growing coverage in our 
society, normal weight and obese individuals may have dif­
ferent beliefs about the health risks of obesity which 
cause them to come to different decisions about weight con­
trol. The Health Risk Appraisal Questionnaire (Missoula 
City County Health Department, 1980) can be modified to as­
sess how subject's perceive the health risks of obesity. The 
questionnaire used by Eiser and Sutton (1977) could easily be 
adopted for use with obese groups and would assess variables 
such as: perceived dependence on overeating, consequences to 
health of continued obesity, and the subject's estimates of 
success of treatment and his or her chance of losing weight. 
Measures such as these might differentiate between weight loss 
maintainers and regainers and provide a useful pretreatment 
measure.
Purpose
Given the state of the literature of obesity, particularly 
the large individual variability in responsiveness to treat­
ment and the lack of consistent maintenance of weight loss, 
it seems clear that one useful way to procédé at this point 
is to systematically examine the individual differences im­
plicated in successful weight loss across a large sample of
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"real world" subjects with differing degrees of overweight. 
Thus, the purpose of this study was to investigate the life­
style and eating patterns of normal weight and overweight 
people in the natural environment. The responses of the 
normal weight group were compared to three obese groups: 
maintainers of weight loss, regainers of weight loss, and 
never successful at weight loss. The literature suggested 
the following variables as the most promising to examine in 
greater depth: cognitive variables, eating patterns, physiolog­
ical variables, physical activity, life stress, and perceived 
risk of overweight.
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Chapter II 
Method
Subjects and Design
All subjects were recruited from a community pool consisting 
of University of Montana faculty, staff, and students, weight group 
clients at the Clinical Psychology Center, and Take Off Pounds 
Sensibly (TOPS) members. Recruiting was done through the work/ 
meeting place, with the experimenter arranging sessions around the 
schedule of the organizations. University faculty, staff, and 
students were recruited during their free hours on campus and through 
the Psychology 110 subject pool. To make participation more mean­
ingful to the subjects, they were given feedback on their blood 
pressure and weight.
A total of 240 subjects (102 males, 138 females) were run. 
Subjects were divided into four groups. Group one, normal weight 
individuals, consisted of people within +10% of their weight 
range on a height weight table, with body fat less than 20% body 
weight for males and 30% body weight for females. The subjects in 
this group were individuals who had never been obese. 68 male 
and 27 female subjects were assigned to this group.
Group 2, maintainers, consisted of former dieters who were 
successfully maintaining weight loss. This group was made up of 
individuals who either received treatment for weight loss or in­
dependently lost weight and maintained 80% of that weight loss for 
at least four months. 27 males and 41 females met the criteria 
for this group.
Group 3, regainers, included persons who were successful at
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weight loss but did not maintain their weight loss. These 
people were drawn from the groups noted above, and included 
individuals who lost weight but did not maintain 60% of that 
weight loss for at least four months. 34 females were assigned 
to this group; the male group was dropped due to lack of subjects.
Group 4, obese individuals, was comprised of overweight persons 
who were not successful at losing weight. This group included 
individuals 20% or more above the appropriate weight range in a 
height weight table, with body weight more than 20% fat for males 
and more than 30% fat for females. The subjects in this group were 
individuals who had attempted weight loss at least once without 
success; 12 male and 21 female subjects were assigned to this group. 
Procedure
Questionaires were administered to subjects in small groups 
of 12-15 each. Each test packet included: the Eating Patterns 
Questionaire (Wollersheim, 1970): the Kenyon Attitude Scale (Kenyon, 
1968); Revised Master Questionaire (Rogers, et al, 1980; Straw,
Straw, & Craighead, Note 10); a demographic data sheet; the Physical 
Activity Questionaire (Kasari, Note 4); Weight History Questionaire 
(Jeffrey & Katz, 1977); Restraint Scale (Herman & Mack, 1975); the 
Life Experiences Survey (Sarason, Johnson, & Siegel, 1978); and a 
self efficacy perceived risk of obesity scaoe (Bandura, 1977; Eiser 
& Sutton, 1977). In addition, each subject had a blood pressure 
reading taken. Height and weight were measured as well.
Measures
Eating Patterns Questionaire (EPQ). The EPQ (Appendix B) was developed
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by Wollersheim (1970) to measure patterns of eating behavior . It 
consists of 35 items pertaining to eating patterns and attitudes; 
the subjects responded via a 5 point Likert scale. Nine additional 
items assessed any tendency to eat before specific situations with 
a 5 point Likert scale employed as the response format. Factor 
analysis of the EPQ indicates loadings on six factors: emotional 
and uncontrolled eating; eating in response to interpersonal situations; 
eating in isolation; eating as reward; eating in response to eval­
uative situations; and eating between meals. Means and standard 
deviations for normal weight and obese groups are available (Shirley, 
Note 9; Wollersheim, 1970). Little reliability or validity data is 
available on the EPQ; clinically, Wollersheim (1970) and Hagen (1974) 
reported significant treatment effects with behavioral treatment on 
factors 1, 3, 4, and 6. Knauss (Note 6) reported significant effects 
for treatment on factor 4.
Kenyon Attitude Scale(KAS).The KAS (Appendix C) was used to measure 
attitude towards physical activity. There is a 59 item scale for men 
and a 54 item scale for women. The six factors assessed included: 
physical activity as a social experience, for health and fitness, as the 
pursuit of wertigo, as an aesthetic experience, as catharsis, and as 
an ascetic experience. Subjects noted their responses via a 7 point 
Likert scale. Internal consistency reliability estimates range from 
.62 -.89 depending on the sex of the subjects (Baumgartner & Jackson, 
1978).
Revised Master Questionaire (RMQ). The RMQ, presented in Appendix D, 
was a refinement of the Master Questionaire developed by Rogers, et al
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(1980). Cluster analysis were used to eliminate two problems often 
cited by Master Questionaire users: length of the instrument and 
overlapping subscale dimensions. Straw et al (Note 10) selected 
five subscales as psychometrically sound and interpretable including 
stimulus control, three cognitive scales , and energy balance 
knowledge. These five scales have Cronbach's alphas ranging from 
.65 to .85, while Cronbach's beta, an estimate of item homogeneity 
is above .45 for all scales. The RMQ, then, consisted of 56 true- 
false questions assessing the five dimensions noted above.
Demographic Data Sheet. A demographic data sheet ( Appendix E) was 
administered to each subject to gather information concerning age, 
sex, SES, educational level, and marital status. Questions about 
cigarette smoking, medication use, and parental and sibling health 
and obesity were also on the demographic data sheet.
Physical Activity Questionaire (PAQ). The PAQ (Appendix F), developed 
by Kasari (Note 4), was administered to assess the frequency, length, 
and intensity of each subject's participation in exercise. Kasari 
(Note 4) found a .71 correlation between score on this instrument and 
maximal oxygen uptake, a commonly used measure of fitness (Katch & 
McArdle, 1970). The subject's responses were converted to numerical 
values and comparisons between subjects were simplified by a range of 
scores from 1 to a maximum of 100.
Weight History Questionaire (WHQ). The WHQ (Appendix G) was adapted 
from the "Weight Gain and Loss" history table in Jeffrey and Katz 
(1977, pg. 61). Subjects were asked to report weight gain, when, 
and why; weight loss program employed; and what happened. Age at
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first onset of obesity was noted as well.
Restraint Scale. The Restraint Scale (Appendix H) was developed 
to assess concerns with weight and eating behavior ( Herman &
Mack, 1975; Herman & Pol ivy, 1976). It consists of five items, 
with Cronbach's alpha reported as .65 (Herman & Mack, 1975).
Life Experiences Survey (LES). The LES (Sarason et al, 1978) 
assess the impact of stressful life events on an individual.
This self report instrument (Appendix I) consisted of 47 items 
which the subject endorsed using a scale ranging from +3 (extremely 
positive) to -3 (extremely negative) for rating their impact 
on the subject's life. Positive and negative scores were summed 
separately. Test-retest reliability estimates, done over 5-6 
week intervals ranging from .19-.63 for positive scores, .56 
for negative scores, and .63-.64 for total scores have been 
reported (Johnson & Sarason, 1978; Sarason et al, 1978; Stroud,
Note 11).
Self Efficacy-Perceived Risk Scale. A self efficacy and perceived 
risk (Appendix J) was included in each packet. The scale was 
an adaptation of the Eiser and Sutton (1977) instrument and 
featured 17 items responded to via a 7 point Likert scale. Ten 
self efficacy items modeled on Katz (Note 5) allowed the subject 
to report the degree of confidence he or she felt in facing certain 
weight loss related tasks.
Blood Pressure. A Sears electronic sphygomomanometer was used to 
measure blood pressure. Pulse rate was not recorded due to over­
sensitivity and mechanical difficulty with the sphygomomanometer. 
Height and Weight. Height and weight were measured using a
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Healthometer balance beam scale. Height and weight were used to 
predict lean body mass (Bray, 1978). The Body Mass Index (BMI) was 
employed as a body fat estimate; Bray (1978) reported that the 
BMI correlated with other measures of body fat between .70 and .80.
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Chapter III 
Results
Before reporting specific findings, a description of the data 
analysis procedure Is presented. Because the number of subjects per 
group ranged from 1-68, certain modifications of the data analysis 
were necessary. The male regainer group (n=l) was dropped completely 
from the analyses. The male obese group (n=12) was dropped from all 
analyses beyond the level of descriptive statistics because the small 
n made it uncomparable with the other groups. One way analyses of 
variance (ANOVA) were completed on all 4 female groups and the 2 re­
maining male groups, the normal weight and maintainer groups. Two way 
ANOVAs, group x sex, were completed for the male and female normal weight 
and maintainer groups. Complete Pearson correlation matrices were com­
puted for demographic x demographic data, questionnaire by questionnaire 
data, and demographic by questionnaire data. All analyses were done by 
computer utilizing the Statistical Package for the Social Sciences (SPSS). 
The subprogram ANOVA has the capacity to deal with unequal n's for the 
two way ANOVAs by adjusting the degrees of freedom used in calculating 
the F ratio.
Demographic-Descriptive Variables
Means and standard deviations for the descriptive data collected are 
presented for all groups in Table 1. Table 2 contains frequency data for 
items such as marital status, medication use, medical problems, and 
smoking habits. One way ANOVAs were employed to evaluate group differences 
in these means and are displayed in Table 3. ANOVAs that resulted in
Means and Standard Deviations for Demographic Data by Groups
Systolic Diastolic Years 
Age Height Weight P.P. B E d u c a t i o n  Income # Children
X S.D. X S,D, X S.D. X S.D. X S.D* X S.D. X S.D. X S*D.
Normal vt.
Males 22.5 7.2 59.8 8.1 161.0 19.0 132.6 29.9 72.5 11.9 5.0 1.0 3.0 2.7 .19 .76
Females 21.0 3.9 65.2 3.1 128.8 14.8 116.5 10.8 72.6 7.4 5.0^ .82 4.0^ 3.6 .20 .70
Maintainers . .
Males 23.5 3.5 67.5 9.3 164.8 18.7 121.7 10.8 77.1 8.0 5.0 1.0 3.0 2.3 .03 .19
Females 25.5 7.6 64.5 3.0 133.3 13.2 119.4 33.3 71.5 8.0 5.0^ .9 4.5^ 3.5 .64 1.30
Regainers
Males —  —  —  —  —  —  —  —  —  —  —  —  —  —  —
Females 29.1 14.1 62.110.7 148.2 14.0 118.8 16.9 73.5 9.8 5.0^ 1.0 3.0^ 3.11.0 1.60
Obese . _
Males 20.3 2.2 71.1 1.8 217.0 22.1 139.5 16.2 78.4 9.4 5.0 .70 3.0 3.2 .13 .35
Females 30.4 8.8 63,0 3.4 186.0 25.4 131.2 23.0 82.1 7.7 5.0^ .89 4.5^ 3.02.0 2.20
^some college
27,500 -  9,999
^10,000 - 12,499 
"^12,500 - 14,999
Descriptive Frequency Data by Group
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Females 0 0 11 4 14
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TABLE 3
One Way ANOVAs for Demographic/Descriptive Data
Females
Between Within F
df MS df MS
Age 3 612.9 132 80.1 7.65**
Height 3 70.5 133 35.4 1.99 ns
Weight 3 15635.3 133 254.6 61.40****
Systolic
Blood Pressure 3 758.1 100 545.4 1.39 ns
Diastolic 
Blood Pressure 3 393.4 97 70.0 5.62**
Years ofEducation 3 .93 133 .85 1.09 ns
Income 3 8.48 117 11.36 .75 ns
Number of 
Children 3 14.7 133 1.88 7.81***
Marital Status 3 5.0 133 2.34 2.13 ns
Males
Between 
df MS
Within 
df MS
F
Age 1 16.8 88 40.9 .41 ns
Height 1 101.5 88 71.6 1.42 ns
Weight 1 844.8 88 359.7 2.35 ns
Systolic 
Blood Pressure 1 1447.1 58 681.1 2.12 ns
Diastolic 
Blood Pressure 1 255.4 58 120.4 2.12 ns
Years of 
Education 1 2.14 92 1.06 2.02 ns
Income I .46 80 .79 . 07 ns
Number of 
Children 1 .44 92 .43 1.02 ns
Marital Status 1 .02 92 .62 . 01 ns
* p<.03** PC#001
*** p<;.0001
**** p<.00001
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findings of significance for females included those for weight, age, 
number of children, and diastolic blood pressure. All other ANOVAs, 
including those for height, systolic blood pressure, years of education, 
income, and marital status were nonsignificant. For males, all de­
scriptive data ANOVAs were nonsignificant.
Newman-Keuls tests (Snedecor & Cochran, 1967) were utilized to make 
pairwise comparisons of means to determine which were significantly dif­
ferent. For females, mean weights differed significantly for all groups 
except between normal weight and maintainer groups (0^=4.94, p^,05; D^= 
4.51, p<05). As would be expected, the obese group had the highest 
mean weight and the regainers the next highest, followed by the nonsig­
nificant difference between the maintainer and normal weight groups. For 
age, all means differed except those for the obese and regainer groups 
(0^=2.8, p<.05; 0^=2.6, p<.05; 02=2.13, p<.05), with the obese and re­
gainer groups older than the normal weight and maintaining groups. Mean 
number of children differed for all groups (0^=.416, p<.05; D^=.378, 
p<.05; Ü2=.316, p<.05), with the obese group having the most children, 
followed by the regainers, maintainers, and normals, in that order. Be­
cause of the significant differences in age between the female groups, 
an analysis of covariance was conducted on the two way ANOVAs to deter­
mine if age had any effect on responses to the measures. The results 
of this analysis indicated that age as a covariant had no effect on the 
way the subjects responded to the measures. The obese females also had 
substantially more children than the other groups, a possible factor in 
their increased weight. Since age and number of children correlated 
highly (r=.78) and in view of the finding of no differences with age used
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as a covariant, it is likely that number of children did not affect 
responding either.
For diastolic blood pressure, the obese group mean reading was 
higher than each of the other groups (0^=3.08, p<05), and the regainer 
group mean reading was significantly higher than the normal weight 
group (Dg=2.8, p<.05).
Because of the small n of the male obese group, they were excluded 
from the ANOVAs. However, in examining the mean weights for the 3 male 
groups a trend similar to that of the female groups was found, with 
the normal weight and maintaining males having similar means (161 and 
165) and the obese group obtaining a much greater mean value (217), 
Eating Pattern Questionaire
Table 4 displays the means and standard deviations for all groups 
for the 6 factor scores on the Eating Patterns Questionaire (EPQ).
Table 5 contains the one way ANOVAs for the EPQ. Factors that reached 
significance for females included Factor 1, emotional and uncontrolled 
overeating, and Factor 5, eating in response to evaluative situations. 
Using Newman-Keuls tests, all pairwise comparisons were significantly 
different for Factor 1 (D^=3.81, p<.05; D^=3.49, p<.05; 0^=2.91, p<.05) 
with the obese group having the highest mean score followed by the 
regainers, maintainers, and normals, in that order. This means that 
the obese group members agreed more strongly with items describing 
emotional and uncontrolled overeating. On Factor 5, the regainer 
group obtained a higher mean when compared to the normal weight 
group (D^=.65, p^05) and the obese group obtained a higher mean
Normal wt.
Means and Standard Deviations for Factor Scores 
on the Eating Patterns Questionnaire
_ FAC 1 _FAC 2^ _FAC 3^ _FAC 4̂* _FAC 5^ _FAC 6®
X SD X SD X SD X SD X SD X SD
Males 52.1 10.0 12.2 3.5 11.0 2.7 17.3 5.8 5.7 2.2 15.6 4.1
Females 59.3 12.5 11.2 2.8 10.5 2.7 16.5 3.5 5.1 1,7 14.5 3.2
Maintainers
Males 61.3 14.0 11.2 3.4 10.5 3.2 18.0 3.7 5.5 2.5 14.5 3.8
Females 62.4 12.0 11.0 3.0 10.1 3.4 17.1 3.4 5.6 2.2 15.5 4.2
Retainers
Males
Females 69.8 12.4 12.0 3.6 11.1 2.7 17.8 3.8 6.2 2.8 14.3 3.7
Obese
Males 65.1 11.5 11.9 3.7 10.0 2.4 17.0 4.2 6.5 3.0 14.7 3.1
Females 73.5 11.9 11.3 2.9 9.3 3.0 17.8 2.8 7.1 2.8 14.6 3.2
2 FAC 1: Emotional and Uncontrolled Overeating 
. FAC 2 : Eating in Response to Interpersonal Situations
. FAC 3: Eating in Isolation
c FAC 4 ! Eating as a Reward
, FAC 5: Eating in Response to Evaluative Situations
FAC 6: Eating in Between Meals
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TABLE 5
One Way ANOVAs for Factor Scores on the 
Eating Patterns Questionnaire
FemalesBetween Within
df MS df MS
Factor 1 3 1274.0 133 150.0 8.40***
Factor 2 3 6.9 133 9.7 .71 ns
Factor 3 3 13.7 133 8.7 1.57 ns
Factor 4 3 12.8 133 12.1 1.05 ns
Factor 5 3 19.4 133 5.2 3.70*
Factor 6 3 8.9 133 13.3 .66 ns
MalesBetween Within F
df MS df MS
Factor 1 1 1580.4 92 126.4 12.49**
Factor 2 1 21.9 92 12.3 1.78 ns
Factor 3 1 2.6 92 8.2 .32 ns
Factor 4 1 2.6 92 11.3 .28 ns
Factor 5 1 1.2 92 5.3 .22 ns
Factor 6 1 24.6 92 16.1 1.50 ns
*** p<.00001
** p<.01 
* p<.02
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when compared to all other groups (D^=,708, p<05) which means 
that the obese and regaining individuals reported more frequent 
eating in réponse to evaluative situations.
For males, a significant difference between the normal weight 
and maintaining groups was acheived by Factor 1, emotional and 
uncontrolled overeating. The maintainer group obtained a signif­
icantly greater mean value than the normal weight group.
Kenyon Attitude Towards Physical Activity Scale
Means and standard deviations for all groups on the 6 factor 
scores of the Kenyon Attitude Scale (KAS) are presented in Table 
6. Table 7 contains the one way ANOVAs for the KAS. For females, 
ANOVAs were significant for Factor 3, physical activity for the 
pursuit of vertigo and Factor 5, physical activity as catharsis. 
Higher scores on the KAS indicate a negative attitude towards 
engaging in physical activity for catharsis and vertigo. A Newman- 
Keuls comparison of the group means for Factor 3 indicated that 
the obese group mean was significantly greater than all the other 
means (0^=1.6, p<.05), while the regainer mean was significantly 
greater than the normal weight mean (D^^l.AG, p<.05). For Factor 5, 
the obese group mean was significantly greater than the regainer, 
maintainer, and normal weight group means (0^=1.56, p<.05), while 
the maintainer group mean was greater than the normal weight group 
mean (D^=1.19, p<.05). For males, there were no significant dif­
ferences on any of the factors.
Revised Master Questionaire
Table 8 contains the means and standard deviations for the 5
Means and Standard Deviations for Factor Scores on 
the Kenyon Attitude Scale
FAC 1^ FAC 2^ FAC 3^ FAC 4̂  ̂ FAC 5^ FAC 6^X SD X SD X SD X SD X SD X SD
Normal wt. 
Males 38.6 5.1 39.0 5.4 38.0 5.1 40.6 6.3 35.2 4.6 36.6 5.4
Females 32.6 4.0 43.7 6*0 36.2 5.5 35.7 7.2 33.9 5.0 32.0 4.5
Maintainers
Males 40.0 4.6 39.4 5.3 38.3 4.8 38.2 5.7 34.2 4.5 37.0 4.7
Females 33.2 4.9 43.1 4.4 38.3 4.9 36.4 6.0 35.1 4.2 31.4 4.9
Reaainers
Males
Females 31.9 5.2 40.5 7.2 38.2 4.9 34.3 7.3 31.8 5.0 32.0 5.5
Obese
Males 40.0 7.2 36.0 3.0 38.4 1.3 40.4 5.6 34.4 4.5 37.2 8.0
Females 33.7 4.0 43.0 6.3 40.7 5.0 34.2 5.5 36.0 6.3 33.0 4.6
_ FAC 1 : Physical Activity as a Social Experience
 ̂FAC 2: Physical Activity for Health and Fitness
: FAC 3 : Physical Activity for the Pursuit of Vertigo
c FAC 4; Physical Activity as an Aesthetic Experience
g FAC 5 ! Physical Activity as Catharsis
FAC 6 : Physical Activity as Ascetic Experience
4̂
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TABLE 7
One Way ANOVAs for Factor Scores on the 
Kenyon Attitude Scale
FemalesBetween 
df MS
. Within df MS F
Factor 1 3 16.7 133 21.2 .79 ns
Factor 2 3 74.5 133 35.7 2.08 ns
Factor 3 3 95.7 133 26.4 3.62*
Factor 4 3 36.9 133 45.0 .82 ns
Factor 5 3 93.1 133 25.3 3.60*
Factor 6 3 10.2 133 24.2 .42 ns
MalesBetween 
df MS
Within 
df MS
F
Factor 1 1 21.8 92 25.1 .86 ns
Factor 2 1 8.9 92 29.4 .30 ns
Factor 3 1 11.7 92 25.4 .46 ns
Factor 4 1 11.7 92 37.6 3.10 ns
Factor 5 1 19.3 92 21 .0 .92 ns
Factor 6 1 2.2 92 27.3 .08 ns
* pC02
TABLE 8
Means and Standard Deviations for Factor Scores on 
the Revised Master Questionnaire
FAC FAC 2^ FAC 3̂ FAC 4^ FAC 55
Normal weiqht
X SD X SD X SD X SD X SD
Males 4.0 2.0 1.4 2.0 1.5 1.7 2.0 1.9 3.7 2.0
Females 3.7 2.2 2.6 2.8 2.3 2.8 3.4 2.5 3.4 2.1
Maintainers
Males 4.5 2.3 2.2 2.3 2.3 2.0 3.8 3.0 3.1 2.3
Females 4.4 1.8 2.6 2.7 2.7 2.4 4.3 3.1 2.0 1.7
Reqainers
Males
Females 5.5 2.0 5.0 2.5 5.4 2.3 6.5 3.3 2.7 1.9
Obese
Males 4.6 2.2 3.9 4.0 2.6 3.2 5.9 3.6 3.4 1.6
Females 5.4 2.1 5.4 3.3 4.8 2.4 6.0 4.0 1.9 2.0
JFAC 1 : Stimulus Control 
jFAC 2: Helpless-Hopeless 
.FAC 3: Motivation 
.FAC 4s Born Fat
V ac 5: Nutrition/Energy Balance Knowledge
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factor scores on the Revised Master Questionaire (RMQ). Table 9 displays 
the one way ANOVAs for the RMQ. For females, significant differences be­
tween group means were found for Factor 1, "stimulus control". Factor 2, 
"helpless-hopeless". Factor 3, "motivation". Factor 4, "born fat", and 
Factor 5, "nutrition/energy balance knowledge". For males, a significant 
difference was found for Factor 4, "born fat". On the RMQ a higher score 
indicates a stronger endorsement of the attitudes reflected by the 
factor labels. It would be expected that obese and regaining individuals 
would obtain higher scores on all factors as they assess negative cog­
nitive attitudes and myths involved in weight loss and maintenance.
Newman-Keuls comparisons for Factor 1 showed the obese group mean 
to be significantly greater than all groups except the regainer group 
(D^=.65, p<.05) while the regainer mean was significantly greater than 
both the maintainer and normal weight group means (0^=.59, p<05). The 
maintainer group mean was also significantly greater than the normal 
weight group mean (D2=.495, p<.05). For Factor 2, differences exist 
between the obese group and both the maintainer and normal groups (D^= 
.864, p<.05), with the obese group mean significantly greater. The 
regainer group mean was also significantly greater than the maintainer 
and normal group means (D^ = .790, p<.05). For Factor 3, "helpless- 
hopeless", the regainer mean was significantly greater than all other 
means (Dg=.784, p<'.05) while the obese group mean was significantly 
larger than the normal weight and maintainer means. Factor 4 presents 
the same patterns with the obese group mean significantly higher when 
compared to all group means except the regainers (D^=.965, p<.05) and 
the regainer group mean significantly greater than both the normal 
weight and maintainer group means (D2=.883, p<C05). In addition, the
TABLE 9
One Way ANOVAs for Factor Scores on the 
Revised Master Questionnaire
FemalesBetween Within
df MS df MS
Factor 1 3 23.0 133 4.4 5.3*
Factor 2 3 67.8 133 7.8 8.6****
Factor 3 3 79.8 133 6.4 12.4****
Factor 4 3 75.5 133 9.7 7.8***
Factor 5 3 16.1 133 3.8 4.3**
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Males
Between withindf MS df MS
Factor 1 1 5.4 92 4.6 1.2 ns
Factor 2 1 11.5 92 4.5 2.6 ns
Factor 3 1 11.0 92 3.2 3.4 ns
Factor 4 1 53.1 92 5.5 9.7*
Factor 5 1 6.0 92 4.2 1.4 ns
**** p<.00001 
*** p<.0001 
** p<.001
* p<.002
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means of the normal weight and maintainer groups also differ, with 
the maintainer mean significantly higher (n?=.74, p<05). Finally, 
for Factor 5, the obese group mean was less than all the othèr 
means (D^=.60, pC05) indicating more knowledge about nutrition 
and less endorsement of nutrition myths, while the regainer 
group mean was less than both the normal weight and maintainer 
groups (Dg=.551, p<T.05), and the maintainer group mean was less 
than the normal group mean (D2=.459, p<.05). For male subjects, 
the maintainer mean was significantly higher than the normal weight 
mean for Factor 4, "born fat".
Remaining Measures
Table 10 contains the means and standard deviations for the 
remaining measures including the Life Experiences Survey (LES), 
Physical Activity Questionaire (PAQ), the Restraint Scale (RES), 
the Self-Efficacy measure (SE), and its companion scales, the 
"Can Do" scale (CD), and the Confidence scale (C N), The ANOVAs 
for these measures are presented in Table 11. For females, a 
significant difference was found for the Restraint Scale. A Newman- 
Keuls comparison revealed significant differences between the 
obese group and both the maintainer and normal weight groups (D^=
.813, p<05), between the regainer group and the maintainer and 
normal weight groups (D^ = ,743, p <.05), as well as between the 
maintainer and normal weight groups (D2=.62, p-COS). Thus, on the 
Restraint Scale, the obese group obtained a mean significantly greater 
than the maintaining and normal weight groups as did the regainer 
group. There was also a significant difference between the means for 
the maintainer and normal weight groups with the maintaining group
TABLE 10
Means and Standard Deviations for the Life Experience Survey, 
Physical Activity Questionnaire, Restraint Scale, Self- 
Efficacy Scale, "Can Do" Scale, and Confidence Scale
LES 1 LES 2 PAQ' RES SE' CD CONX SD X SD X SD X SD X SD X SD X SDNormal vt.
Males 7.3 5.6 -7,1 7.1 36.0 24.7 3.2 2.0 69.2 6.5 8.5 .8 710.7 118.8
Females 8.0 5.0 -7.6 7.6 43.1 23.5 6.0 2,6 79.0 7.9 8.0 1.3 853.0 1133.2
Maintainers
Males 6.9 5.8 -5.3 4,2 21.6 14.5 7.0 3.2 70.9 6.8 8.2 1.1 675.7 110.9
Females 7.6 7.3 —8.0 -8.1 34.5 25.5 7.4 2.4 71.5 6.0 8.0 1.0 660.5 115.4
Reqainers
Males
Females 6.7 6.9 —9.6 -8.4 32.8 25.8 8.8 2.6 69.4 7.9 7.4 1.4 603.3 137.3
Obese
Males 6.3 4.4 —8.5 5.7 16.0 5.5 7.5 3.0 68.3 9.0 7.5 1.7 616,3 101.4
Females 3.8 3.9 -10.9 17.7 36.4 23.2 8.8 2.9 70.7 7.1 7.5 1.2 618.3 150.8
;les 1 
:les 2
FAQ
:res
?SE
JCD
CON
Life Experience Survey (positive) 
Life Experience Survey (negative)' 
Physical Activity Questionnaire 
Restraint Scale 
Self-Efficacy Scale 
"Can Do" Scale 
Confidence Scale
o
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TABLE 11
One Way ANOVAs for the Life Experience Survey, 
the Physical Activity Questionnaire, the Res­
traint Scale, the Self-Efficacy Scale, the "Can 
Do" Scale and the Confidence Scale
Females
Between Within
LES 1
LES 2
PAQ
RES
SE
CD
CON
LES 1
LES 2
PAQ
RES
SE
CD
CON
df MS df MS
3 81.3 133 38.0 2.1 ns
3 64.1 133 96.3 .7 ns
3 861.1 131 607.8 1.4 ns
3 61.2 133 6.9 8.8***
3 775.8 133 2196.4 .4 ns
3 3.2 132 1.5 2.1 ns
3 499,246 129 429,718 1.2 ns
Males
Between within F
df MS df MS
1 2.6 92 31.6 . 1 ns
1 57.1 92 41.2 1.4 ns
1 3796.9 92 582.3 7.5**
1 257.0 92 5.7 44.9***
1 57.0 92 42.9 1.3 ns
1 2.0 92 .9 2.3 ns
1 22,876 91 13,633 1.7 ns
***p <̂ ,00001 **pC.007
having a greater mean value than the normals. For males, a significant 
difference between groups was acheived by the PAQ; the male normal weight 
group mean was greater than the maintainer group mean.
Two Way ANOVAs
As noted earlier, two way ANOVAs (group x sex) were completed on 
the male and female normal weight and maintainer groups; these are 
presented in Table 12.
Significant main effects for both sex and group were found for 
Factor 1 on the EPQ, emotional and uncontrolled overeating; the two 
way interactions were not significant. Females scored significantly 
higher than males and maintainers scored significantly higher than 
normal weight individuals indicating that females and maintainers 
endorsed eating in réponse to emotional situations more often than 
males or normal weight individuals.
None of the two way ANOVAs completed on the KAS were significant.
For the RMQ, significant main effects were found for several factors 
and are displayed in Table 12. All two way interactions were nonsig­
nificant. For Factor 1, "stimulus control", the maintainers scored 
significantly higher than the normal weight group indicating that 
maintainers reported that their eating was more stimulus controlled 
than normal weight individuals. Sex was the significant main effect 
for Factor 2, "helpiess/hopless"; females scored significantly higher 
than males on this factor which means that females described themselves 
as more helpless/hopeless in controlling their weight than males.
Both the group and sex main effects were significant for Factor 4,
"born fat", with the maintaining group scoring higher than the normal
TABLE 12
Two Way ANOVAs for the Eating Patterns Questionnaire
Group 
df MS F df
Sex
MS
Group X Sex 
F df MS F
Factor 1 1 1506.4 10.9** 1 694.3 5.0* 1 366.2 2.6 ns
Factor 2 1 19.7 1.9 ns 1 12.5 1.2 ns 1 5.7 .5 ns
Factor 3 1 5.5 .6 ns ■ 1 7.7 .9 ns 1 .001 0 ns
Factor 4 1 9.3 .8 ns 1 18.4 1.6 ns 1 .5 .04 ns
Factor 5 1 .96 .2 ns 1 2.3 .5 ns 1 6.5 1,4 ns
Factor 6 1 16.2 1.1 ns 1 19.9 1.4 ns 1 10.0 .7 ns
** p .001 p .02
Revised Master Questionnaire
Group Sex Group X Sex
df MS F df MS F df MS F
Factor 1 1 14.5 3.2* 1 .35 .1 ns 1 .18 .04 ns
Factor 2 1 6.8 1.1 ns 1 26.6 4.4** 1 5.4 .88 ns
Factor 3 1 14.1 2.8 ns 1 14.7 2.9 ns 1 1.15 .22 ns
Factor 4 1 66.3 10.0*** 1 30.9 4.7** 1 6.2 .93 ns
Factor 5 1 34.9 8.8*** 1 18.9 4.8** 1 5.6 1.4 ns
***p <.003 **p<.03 *p<. 07
CO
TABLE 12 (cont.)
Two Way ANOVAs for Remaining Measures
Group Sex Group X Sex
df MS F df MS F df MS F
LES ( + ) 1 5.0 .14 ns 1 19.7 .6 ns 1 .01 .0 ns
LES (-) 1 19.7 .39 ns 1 100.9 1.9 ns 1 43.2 .84 ns
PAQ 1 5212.3 9.5** 1 4105.1 7.5** 1 310.7 .56 ns
RES 1 257.9 42,0*** 1 95.7 15.6*** 1 50.6 8.2**
SE 1 250.9 4,5* 1 15.4 .3 ns 1 41.1 1.86 ns
CD 1 .7 . ,6 1 4.8 4.3* 1 1.6 1.45 ns
CON 1 25773.2 1.7 ns 1 10055.5 .7 ns 1 1043.2 .02 ns
* * * p<. 00001 ** p<.007 * p <. 04
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weight group and the females scoring higher than the males, with 
the higher scores indicating a stronger endorsement of being "born 
fat". Factor 5, "nutrition/energy balance knowledge", had signif­
icant main effects for both group and sex, with the normal weight 
group scoring higher than the maintainers and the males scoring 
higher than the females, with the higher scores indicating a stronger 
endorsement of nutrition myths.
For the PAQ, significant main effects for both sex and group were 
found. Females scored significantly higher than males and the normal 
weight group scored significantly higher than the maintainer group.
On the SE, a significant main effect for group was found, with the 
normal weight group scoring significantly higher than the maintainers 
and the males scoring higher than the females with the higher scores 
indicating that normals felt more efficacious than the maintaining 
individuals regarding weight loss. There were no significant sex 
or sex by group interactions. The significant main effect for sex 
on the "Can Do" scale was that males scored significantly higher 
than females indicating that males were more confident of success on 
the task listed than the females. Finally, on the Restraint Scale, 
significant main effects for group and sex as well as a significant 
group by sex interaction were found. The maintainers scored signif­
icantly higher than the normal weight group and the females scored 
significantly higher than the males, with the higher score indicating 
a greater degree of restraint in eating. In the interaction on the 
Restraint Scale, group membership appeared to override sex, with the 
obese and regaining groups scoring as more highly restrained eaters.
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Indicating more susceptibility to environmental cues to overeat. 
Correlations
Complete Pearson correlational matrices were computed for demographic 
by demographic data, questionaire by questionaire data, and demographic 
by questionaire data. This data is presented in Tables 13-15, respec­
tively. Because of the large n, no correlation coefficient less than
1.351 at a .0001 probability level was counted as significant.
Correlations of interest include those between EPQ Factor 1, 
emotional and uncontrolled overeating, and several factors on the 
RMQ including "stimulus control" (r̂ =.56), "helpless/hopeless" (jr=.43), 
and "motivation" (r.= .47) as well as with the Restraint Scale (jr=.59).
The significant correlations found for the demographic data were 
understandable in view of population trends, with age correlated with 
marital status (r=.60) and number of children (r= .79).
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TABLE 14
Pearson Correlation Coefficients for Questionnaire X Questionnaire Data
1 2 3 4 5 6 7 8 9 10 11 12 13 14LESl (1)
LES2 (2) 12PAQ (3) 22 02EPQl (4) -15 19 -05.
EPQ 2 (5) -04 -02 -14 12EPQ 3 (6) 06 00 -6 27 25EPQ4 (7) -02 -06 -11 27 31 35*EPQ5 (8) -15 07 -12 27 31 23 17KASl (9) —05 -16 -11 -21 09 -03 -00 01KAS2 (10) -06 -11 -12 01 01 02 01 —09 15KAS 3 (11) -10 -21 -11 —06 -01 02 05 -07 02 51*KAS4 (12) -13 —06 04 04 12 14 03 10 10 05 -03KAS5 (13) -12 -03 -02 01 03 11 05 02 21 11 11 29KAS6 (14) 05 -16 09 -12 -06 05 03 -06 24 10 16 23 26KAS 7 (15) —09 -02 03 10 -03 -07 02 -04 14 23 09 31 24̂ 19KAS 8 (16) -15 -14 -09 00 -04 01 05 -02 06 38* 30 33 35 41KAS9 (17) 10 -16 -15 19 09 -01 11 04 15 27 20 26̂ 07 04KASIO (18) -06 -06 07 06 18 18 06 11 22 17 03 67* 26, 21KASll (19) -02 -06 04 -07 -02 02 -12 -02 45* 16 23 28 41 47KAS12 (20) —06 -07 -04 10 02 10 11 05 18 17 21 09 38* 10RMQl (21) -02 10 04 56* 18 36* 45* 15 -18 -12 -05 01 -02 -05RMQ 2 (22) -11 21 —09 43* 07 08 09 20 -22 -11 -06 -06 -16 -15RMQ 3 (23) -14 15 -24 47* 15 04 17 23 -24 00 01 -03 -11 -18RMQ4 (24) Cl 15 —09 35* 06 00 12 18 -32 -10 -02 -16 -25 -16RMQ 5 (25) 1C 12 -01 -18 04 01 -13 02 -09 -17 -14 -10 -11 03RES (26) -03 15 -04 59* 07 -01 09 21 -28 -10 -11 —08 -19 -19SE (27) 04 05 -04 -04 04 -05 00 -03 -11 02 —08 -05 -10 -07CD (28) 08 -02 14 -21 -13 -04 -12 —09 08 -03 -15 01 07 13CON (29) 06 04 -02 -11 02 -07 -05 -06 -06 03 —08 -02 -07 -05
decimals omitted p < .0001
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TABLE 14 (cont,)
Pearson Correlation Coefficients for Questionnaire X Questionnaire Data a
15 16 17 18 19 20 21 22 23 24 25 26 27 28 29
LESl
LES 2
PAQ
EPQl
EPQ2
EPQ3
EPQ4
EPQ5
KASl
KAS2
KAS3
KAS4
KAS5
KAS6
KAS7
1)
2 )
3)
4)
5)
6)
7)
8)
9)
10) 
1 1 ) 
12)
13)
14)
15)
KAS8 (16) 15
KAS9 (17) 08 18
KASIO (18) 09 19 10KASll (19) 21 21 07 25KAS12 (20) 18 08 02 19 11RMQl (21) -04 -06 02 00 -10 02RMQ 2 (22) -02 -07 03 01 -20 04 28RHQ3 (23) 04 -02 18 -02 -20 05 35* 70*RMQ4 (24) -10 -18 02 -05 -26 01 35* 64* 59*RMQ5 (25) -16 -14 -32 -16 -11 -14 -03 11 06RES (26) 01 —08 10 -03 -19 06 41* 53* 50*SE (27) 05 01 -05 -11 -16 -03 -05 -07 -05CD (28) -04 -01 -22 00 08 -12 -16 -39 -40*CON (29) 05 02 -06 —08 -12 -01 -14 -16 -14
decimals omitted
p<.0001
1 }
-06
—06
-14
—09
12
11
11
08
-18
03
16.
96 50'
TABLE 15
Pearson Correlation Coefficients for Demographic X Questionnaire Data ^
LESl LES 2 LES 3 PAQ EPQl EPQ2 EPQ3 EPQ4 EPQ5 KASl KAS2 KAS3 KAS­
Group 05 -07 -07 15 -35* 06 00 -06 -06 18 04 -01 llSystolic B.P. —08 —06 -06 -11 -02 08 -01 05 03 18 —06 -02 08Diastolic B.P. —06 13 13 -07 21 -03 09 09 02 05 03 -04 12Weight -13 -03 -03 -17 13 08 -02 02 09 27 -14 01 04Height 09 -01 -01 04 -15 19 04 12 06 26 -03 08 -11Age —09 -01 -01 -22 24 05 02 14 12 -05 04 -07 -02Sex -01 11 11 14 33 -09 -06 -03 01 -51 03 —08 -02Marital Status -04 02 02 -13 16 04 12 16 -07 -06 06 01 03# Children —08 03 03 -19 22 06 —09 07 08 -10 -03 -13 00Educ. Level 09 -02 -02 -02 -03 02 10 -04 00 09 15 10 —06Income -02 02 02 -07 08 -01 -07 04 09 -08 -03 -13 08Medication -05 -04 -04 04 03 04 -04 04 11 -13 -04 03 -05Medical Probs. -03 -03 -03 03 22 07 09 18 11 —09 -16 -05 -02Smoke -07 01 01 -09 00 —08 -03 -04 —08 -05 11 03 00
a decimals omitted *p< .0001
TABLE 15 (cont.)
Pearson Correlation Coefficients for Demographic X Questionnaire Data ^
KAS KAS KAS
KAS5 KAS6 KAS7 KAS8 KAS9 10 11 12 RMQl RMQ2 RMQ3 RMQ4 RMQ5
Group 14 13 -01 07 -17 03 09 -04 -21 -27 -36* -36* 22Systolic B.P. 04 03 -01 -09 06 01 17 —08 -03 -15 —09 -15 -04Diastolic B.P, 06 01 03 06 13 02 09 -02 04 18 14 13 -17Weight 08 14 —08 -13 03 -07 16 01 04 08 04 06 04Height 03 14 -20 03 -11 -02 09 06 04 -14 -12 -10 10Age -04 -20 05 00 25 -10 -04 08 00 09 14 10 -29Sex -20 -28 21 07 14 07 -14 14 10 30 32 29 -21Marital Status 04 -15 11 06 18 -05 -01 13 07 -7 11 05 -26# Children -02 -26 11 -03 15 -11 —06 10 01 13 21 12 -23Educ. Level 17 05 -03 07 06 -01 20 03 -04 -11 -12 -06 -18Income -03 -15 04 07 18 08 -16 -01 -03 07 07 -04 -11Medication -14 —08 01 -05 00 -12 00 -01 03 05 02 19 -05Medical Probs. -03 -07 -16 -01 01 -01 -07 09 19 14 11 22 —08Smoke -07 -04 -05 02 07 -02 -10 09 05 05 06 06 —06
 ̂decimals omitted
*p< .0001
TABLE 15 (cont.) aPearson Correlation Coefficients for Demographic X Questionnaire Data
RES SE CD CON
Group -48* 04 21 12Systolic B.P. -06 -06 02 -06Diastolic B.P, 03 01 -24 00Weight 04 00 -02 -02Height -06 00 11 05Age 11 -02 -16 -05Sex 44* 06 -24 01Marital Status 11 06 —09 06^Children 18 -01 -22 -06Educ. Level 01 03 09 04Income 12 01 02 00Medication 13 -02 -16 -03Medical Probs. 14 -03 -09 -04Smoke 12 -05 12a decimals omitt;
*p< .0001
ro
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Chapter IV 
Discussion
Sample Characteristics
As noted earlier, two of the male groups (regainer and obese) 
had to be dropped from the analyses due to lack of subjects. The 
inability to fill these groups is not surprising in view of the 
population distribution of overweight, with the percent of the 
population overweight increasing as age increases (Stunkard, 1975). 
Thus, the young age of the males in this study (mean ages ranged 
from 20- 20.3 years) made it difficult to obtain weight regaining 
and obese males. Also, obese males rarely join reduction groups 
such as TOPS or behavioral weight groups. A major source for re­
cruiting female obese subjects was therfore of no value in obtaining 
males. It should be emphasized that while the inclusion of male
regaining and obese groups would have produced results with more gen­
erality, useful data on male weight loss maintainers and normal weight 
individuals was still obtained.
As with males, degree of obesity increases with age for females 
( Stunkard, 1975). In this study, the mean age of the female obese 
group was 30 years old, 9 years greater than the mean for the normal 
weight group. The covariance analysis indicated that age did not 
influence responses to dependent measures. It also appears that number 
of children, the other demographic variable differing between groups, 
had no effect on responding. Given the population distribution of 
overweight and the age range of females involved in this study, these 
trends are understandable and expectable. Since other factors, such as 
SES, years of education, marital status, and income level did not
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differ between groups, and given the results of the covariance analyses, 
it seems clear that the groups were essentially equivalent on a 
number of important demographic variables.
The difference in diastolic blood pressure between groups was what 
would be expected, with the obese group having the highest mean reading, 
followed by the regainer group. The relationship between overweight 
and high blood pressure has been documented by many other researchers 
( Mayer, 1968; Wilson et al, 1975) and the findings of this study 
provide more support for this hypothesis. Diastolic blood pressure 
would seem more sensitive than the other health real ted measures 
in this study. Indeed, the general lack of reported increased med­
ical problems or medication use among the obese or regaining groups 
in this study seems due to the young mean ages of the group members. 
Obesity related illnesses as well as the deterioration caused by 
increased strain on the heart and muscles occur more frequently 
as a result of cumulative stress over a longer period of time. Thus, 
the higher diastolic blood pressure in the obese group, if left untreated, 
is a likely precursor to later health problems.
Eating Pattern Questionaire
For the Eating Pattern Questionaire (EPQ) factors, all significant 
differences were in the expected direction, with the obese and regaining 
groups obtaining the highest mean values indicating stronger endorsement 
of eating in response to emotionally stressful situations. Although 
the EPQ is lacking in standard scores and normative data, comparisons 
can be made with existing information. The means for the obese groups 
obtained in this study were comparable to those reported by Knauss (Note 6)
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Shirley (Note 9) reported means for a normal weight and obese 
group; again, the means obtained in this study are similar.
EPQ Factor 1, emotional and uncontrolled overeating, appeared 
to be the factor most discriminative of obese or regaining status.
Because the EPQ was not adequately validated or constructed, there 
is no sufficient data to indicate what is actually measured by the 
factors of the instrument. The significant correlations between 
this factor and several on the Revised Master Questionaire ("stimulus 
control", £=,43, "helpless/hopeless", £=.43, "motivation", £=.46) as 
well as with the Restraint Scale (£=.59) highlight the overlapping 
nature of the instruments as well as the possibility of a broad 
construct underlying all these measures.
The EPQ is a useful measure for the self-report of eating be­
haviors. While this study provides some criterion and construct 
validity for the instrument, with further, substantial validational 
work, the EPQ could provide a more efficient method for assessing 
eating behavior.
Kenyon Attitude Towards Physical Activity Scale and Physical Activity Scale
The results obtained on the Kenyon Attitude towards Physical 
Activity Scale (KAS) were of interest. Of the six factors, only two, 
physical activity as catharsis and in the pursuit of vertigo, differed 
significantly between groups. Kenyon (1967) described catharsis 
as "providing a release of tension precipitated by frustration", and 
vertigo as "providing at some risk to the participant, an element 
of thrill through,..exposure to dangerous situations". On these two 
factors, the obese and regainer groups agreed less frequently than 
the normal weight and maintaining groups with statements describing 
physical activity as a means of acheiving catharsis or vertigo.
6 6
The obese and regaining individuals, then, reported themselves 
as less likely to seek "release" through physical activity. This 
concurs with the findings of many other researchers who have reported 
that obese individuals are likely to turn to eating, not physical 
activity, when emotionally distressed or aroused (Leon & Chamberlain, 
1973; Leon & Roth, 1977). Thus, the recent introduction of exercise 
into behavioral treatment programs for obesity is relevant and useful 
in helping obese individuals change their behavior and permanently 
keep weight off. Teaching obese or chronic regaining individuals to 
use physical activity as a source of tension release provides them 
with a healthful alternative to their more common choice, eating.
There were no significant differences between groups in actual 
physical activity levels as measured by the Physical Activity Ques­
tionaire (PAQ) except for males; normal weight males reported 
exercising more than their maintaining counterparts. This lack of 
difference in actual exercising may be due to the generally low 
level of activity reported by all subjects. Although there is no 
normative data available on the PAQ it would seem reasonable to
state that the group means reported in this study (range: 16-34)
are moderately low in view of the scale maximum of 100. In a group
as homogeneous as this one in terms of level of activity, the
mean scores of the obese, although lower, did not differ significantly 
from the other groups. Furthermore, the lack of validational 
evidence for a strong relationship between self report and actual 
physical activity prevents drawing the conclusion that there is no 
difference in the level of physical activity between the obese
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and normal weight or maintaining groups. Since low physical 
activity has been implicated as an etiological factor in obesity 
(Mayer, 1968; Chirico & Stunkard, 1960) further research incor­
porating observation with the self report methods used in this study 
is clearly necessary.
Revised Master Questionaire
Perhaps the most interesting results of this study were those 
found for the Revised Master Questionaire (RMQ). The RMQ was developed 
to assess cognitive beliefs about weight loss held by 86 obese sub­
jects in a study by Mahoney et al (Note 7). As reported earlier in 
this thesis, the RMQ is the result of a cluster analysis of a longer 
questionaire resulting in 5 psychometrically sound scales. Rogers 
et al (1980) note that further evaluation of the psychometric prop­
erties of this questionaire is proceeding with the responses of " 
nearly 550" obese individuals. To the knowledge of this author, 
this study is the first to use the RMQ with non-obese subjects. This 
study, then, provides further validation for the instrument and 
the constructs underlying it, and highlights the use of the RMQ 
as an effective differentiator between normal weight and obese 
individuals on such factors as cognitive attitudes towards weight 
loss, motivation for weight loss, and nutrition/energy balance 
knowledge. In comparing the four female groups, all five factors 
of the RMQ achieved significance, with the obese and regainer groups 
scoring similarly to one another and differently from the normal 
Weight and inâîhtatntrg groups. The maintainers and normal weight 
groups tended to score differently on the factors as well. Interesting
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sex and group effects were found. Females were more highly 
motivated to lose weight than males, felt that their eating 
behavior was more externally controlled, and felt that certain 
people were just "born fat”. Since the obese and regaining 
individuals participating in the study were females only, this 
finding is not surprising. Males and normal weight individuals 
were less knowledgeable about nutrition and the energy balance 
than females and the other weight groups. This knowledge would 
seem instrumental in successful weight control. Although obese 
females seemed to know the nutritional facts, they may have greater 
difficulty in applying that knowledge to everday food intake and 
exercise planning than the other groups.
Finally, the regainer group described themselves as more 
helpi ess/hopel ess regarding weight control than the other groups, 
certainly an understandable feeling after an unsuccessful attempt 
at weight loss. The RMQ also appears to be extremely sensitive 
to an individual's current cognitions on weight control.
It would seem that using the RMQ factor scores to examine a 
given individual's cognitions about weight loss would provide infor­
mation useful in tailoring a program to meet that individual's needs 
as well as assess attitude change after treatment. Treatment tailored 
on such factors as motivation level, nutrition knowledge, and neg­
ative cognitions contributions to weight gain could result in a 
maximally effective program for a given individual. The discriminating 
power of the RMQ factors between groups, as exhibited in this study.
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certainly argues for the importance of cognitive factors in suc­
cessful weight loss and the continued necessity of examining and 
modifying cognitions as part of behavioral treatment programs. 
Remaining Measures
The means obtained for the Life Experiences Survey (LES) did 
not differ between groups. This finding contradicts that of 
Gormally, Rardin, and Black ( in press) who found that unsuccessful 
weight group participants reported more life change and more neg­
ative impact on weight control due to these life changes. Their 
study was done as a seven month followup to a behavioral weight 
control clinic. Most of the stubjects in the present study had 
lost weight on their own and had not been involved in any formal 
treatment program; consequently, they had no strict time line in 
determining life experiences since weight loss, a fact which may 
have influenced the completeness of their self report. This 
instrument might be more appropriate when used in a more time- 
limited situation.
The Restraint Scale, a 5 item scale assessing concerns with 
weight and eating behavior, proved to be a useful differentiator 
between those with weight loss problems (obese, regaining, & 
maintaining) and normal weight individuals. This scale correlated 
highly with several of the other measures used in this study, 
including Factor 1 on the EPQ, emotionally and uncontrolled overating, 
and several factors on the RMQ, including stimulus control, helpless/ 
hopeless, motivation, and born fat. Polivy (1976) hypothesized that
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the restrained eater Is highly influenced by cognitive factors 
in choosing to continue to overeat if told that he or she has already 
consumed a high calorie food. The overlapping dimension tapped by 
all these scales may be an emotional-cognitive factor implicated 
in successful weight control. Of interest is a recent research 
study by Messick and Stunkard reported by Stunkard (Note 14) which 
expanded and factor analyzed the Restraint Scale. The three 
factors derived through their factor analysis were: "cognitive 
restraint", "emotional lability", and "perceived hunger". The 
present study provides independent support for the usefulness 
of the first two factors in differentiating obese and regaining 
individuals from maintainers and those of normal weight.
The self efficacy measures utilized in this study resulted 
in no significant differences between groups. Obese individuals 
did not appear to have lower self efficacy expectations about 
weight loss and rated themselves just as confidently as normals 
on weight control efficiency . Self efficacy has proven an 
elusive notion to measure as there are no standard measures 
available. This researcher constructed measures based on a 
personal communication (Katz, 1980). Research on the viability 
of self efficacy's role as a mediator in behavior change will 
be hampered until a valid, standardized measure is available.
Summary and Recommendations for Future Research
Similarities between obese and regaining individuals and 
normal weight and maintaining individuals were found on several 
measures. The importance of cognitive-environmental factors
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fn contributing to the etiology and treatment of obesity was 
supported by the results of this study as well. The most inter­
esting findings were those for the Revised Master Questionaire, 
as all 5 factors on the RMQ effectively differentiated between 
normal weight and obese individuals for the female groups. The 
RMQ seems sensitive to present cognitions about weight loss as 
well. On the Eating Pattern Questionaire, the obese and regaining 
groups described themselves as more liable to eat in response to 
emotionally stressful situations than the normal weight and regaining 
groups, A similar finding appeared on the Kenyon Attitude Scale 
with the obese and regaining groups describing themselves as less 
likely than the other groups to use physical activity for "emotional 
release" or "excitement seeking". The findings on the Restraint 
Scale, which indicated that the obese and regainer groups were 
more susceptible to environmental cues to overeating, integrate 
well with the other findings, highlighting the importance of 
cognitive-environmental factors in weight gain, loss, and maintenance 
This study systematically examined individual differences 
implicated in successful weight loss across a large sample of sub­
jects with differing degrees of overweight.Further research in 
this area should focus on males with weight problems in order to 
examine the characteristics of this elusive group. Also, as 
noted throughout this discussion, further validation of the 
instruments used in this study would provide more compelling 
results. Indeed, the differences between weight groups appeared 
most strongly on the Revised Master Questionaire, the most
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psychometrically sound Instrument employed in this study. Research 
done to further validate these instruments will result in more 
rapid, efficient advances toward a more complete understanding 
of the causes and successful treatments of obesity. Furthermore, 
studies utilizing test batteries such as this one might incorporate 
observation of eating or exercise behaviors to provide validation 
of the self report data collected. Support for specific behavioral 
treatment components, such as nutritional/exercise education and 
modification of cognitive factors implicated in weight loss was 
also provided, indicating that these additions to treatment are 
relevant and useful for weight loss and maintenance.
Finally, the movement of behavioral researchers towards more 
complete, individual assessment of individuals seeking treatment 
for weight loss, along with the use of better psychometric measures, 
promises to broaden both conceptualizations of obesity and the 
treatment possibilities available to those seeking help.
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Appcntli:: A 
Body Macs Index and Nomograph 84
. Guidelines for body weight. AH,tpîed f io m  the ri coinrnendalions of the Foynrty  
Center Conference 1973 {Bray, 197b)
a. Metric M E N  
Weight (kg ) '
Vi/OMEN 
Weight (kg) "
H eight* Acceptable Acceptable Weight for body
(»n) Average weight Average wctght mass index of 30
1 ,46 46  0 42 53 65
1.48 46 .5 42 54 66
1 60 4 7 .0 43 55 67
1 52 48  5 44 57 68
1.64 49.5 44 58 70
1.66 50.4 45 58 72
1.68 66 .8 51 64 51 3 46 59 75
1.60 67 6 52 05 52 6 48 61 77
1.62 68 6 53 06 54 0 49 62 79
1.64 69 6 54 67 55 4 50 64 81
1.66 60 .6 55 69 56 8 51 65 83
1 68 61 7 56 71 53 1 52 66 85
1.70 63.5 58 73 60 .0 53 67 87
1.72 66  0 59 74 6 1 3 55 69 89
1.74 6 6 .5 60 75 62 0 56 70 91
1.76 6 8 .0 62 77 61.0 58 72 9 3
1.78 60.4 64 79 65.3 59 74 95
1.80 71 0 65 80 97
1.82 72 6 66 82  . 99
1 84 74 ? 67 84 101
1 8 6 76 8 63 86 104
1.30 77 6 71 88 106
1 9 0 79.3 73 90 108
1.92 8 1 .0 75 93 110
h. N o n -m e tr ic M E N  
Weight ( lb )"
W O M E N  
Weight ( Ih) "
Height* Acceptable Acc'j ptable Weight for body
Ft in Average weight Average weight mass index of 30
4 10 102 92 1 19 143
4 1 1 10 1 94 122 147
5 0 107 06 125 154
5 1 1 10 99 128 158
5 2 123 112 141 113 102 131 165
5 3 127 115 144 116 105 134 170
5 4 130 118 148 120 108 138 175
5 5 133 121 152 123 111 142 180
5 6 136 124 156 128 114 146 186
5 7 140 128 161 132 118 150 192
5 8 145 132 166 136 122 154 198
5 9 149 136 170 140 126 158 204
5 10 153 140 174 114 130 163 2 10
5 11 153 144 179 148 134 168 216
6 0 162 148 184 152 138 173 222
6 1 166 152 189 228
6 2 171 156 194 234
6 3 176 160 199 2 4 0
6 4 181 164 • 204 247
"Height w ith o u t shoes, weight w ithout clothes
NOMOGRAPH FOR BODY MASS INDEX ( K G/ M*
Anfhtttty /;. /'h i).. Dti iul  .-I. .\f, Ka\',* M.D. .  atul Mitha%l It. (  utiir.* I'h.i).
HEIGHT 
IN I CM
5 0  -
5 5
6 0  *
6 5 -
7 0 -
7 5
eo
- 1 2 5
- 1 3 5  
i':0 
145  
- 1 5 0  
155 
‘ •1 6 0  
-16 5  
‘- J 7 0  
- 1 7 5  
- 1 8 0  
- 1 6 5  
1 9 0  
Î 9 5  
200 
2 0 5  
2»0
It \t I I Ik* i.iMi* I I KI «I Ih Ik tflii • » |* *|. .)*i, «I \|«,| ,̂  .i* iIk*
nmsl I't  M H vtw l fi'l.itn iv li."»l\ H i "  m .Klitltv 11.,* p i. %, m  ,i m , . , | 4 «
l,î')|it .lie I»'»' 1*1 Ihi» III III «K liip III iliKii.il III II ill 1% \\ Iiifi' I »« iri |h I mil 1.1 ui*i|*tii f>i\|-ii 1%
i l iM f  i l l i  in I I I  iiiMi# I I I I  vI i i i I k i , tlie M ill e k|'#i '  /I 'l i i i i r  w in  I,I i .  .i ■ .in |,K ,i.n ,i * m  |l.|| | lm
inelhiKl iiii. iii.li 1̂ \i'i- I I I till II .il |Uil)’iitiiil III . ii I; i| liii; ' ,n. i .ii t. h! ' tii.l iiiit ini & |,| ' i,|
liiiliflli l.if fiiii>i*,il.ir .iiul Af If III fiiKliil |ii|i III III iin-.iviiii'il lu.tii 4wi J </hi , \u tr102 1*-*, i n*.
7 0
6 0
5 0
WOMEN
3 0 *(+20%)
O V E R Y /E IG H T "
DESIRABLE
" u n d e r w e i g h t
( - 20% )
WEIGF 
LB I K
3 4 0 -  
3 2 0 -  
3 0 0  
280 ;
2 6 0  ■ 
2 4 0 -
-11
I-
- I .
-K
I
MEN
220
200
190
ISO
170
ISO
"o v e r w e i g h t "
140
"D ESIR A B LE"  130
120-
"UNDERWEIGHT"
 (-20%)
,  * * * ! I * * I ' l ‘1 1*1 IN I f  III f f i ' i i i  I I I  i l  x».»li: I t u  i . T j  f v  *1 111 i i  I . ,  t l e . ! i . '«Ii, l i i i i i i  i i* ., , * * * *''■ *"iN i ri Nil » r '  ‘It I .•iil^<iiii iii III I I I  II till* 11 KI li I i| .iii'l III! K  in i%%. .1»* I II il.i II >t
110-
100-  
9 5 - ;  
9 0  : 
8 5  
8 0  
7 5 -  
Y O ­
GS 
GO
5 5
•SO
L c
. f
rt
1
7
-  f
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Appendix B I'jnlinfj; Batternü Ques t ionair e ( l!;pQ )
The following pages contain a number of questions relating, 
to eating patterns and attitudes. The questions pertain to a 
number of areas In which people tend to differ. Please indicate 
your position with regard to each area by placing a check mark 
on the scale accompanying each Item. For examplei
My mother served desserts. Never / X / / Always
some- 
t Imes
If your mother served desserts sometimes, you would check 
the Item as Indicated above. On the other hand, If your mother 
seldom served desserts served them often but not always, you 
would check the Item as followsi
(For Seldom) 
Neve r / X / / /
some - 
t Imes
Always Never
(For Often)
/ / y X / Always
some - 
t Imes
READ EACH ITEM CAREFULLY, AND MARK IT IN ACCORDANCE WITH THE 
MANNER IN WHICH THE SCALE IS DEFINED.
1. Do you tend to eat when 
you are not busy?
2. Do you go on "eating binges 
--that Is, sprees, when 
you eai: a great deal?
3. Once you start eating do 
you experience difficulty 
in stopping?
4*. Do you ear more on 
week-ends?
5, Compared to othfrs, do 
you think die you 
eat is less, the same, or 
inor(‘?
6. Do yog bolt your lood down 
without really ciiewlng it?
7, Do you like n.ahy different 
kinds of food?
8. Do you think about food 
a great deal?
Never 2___ /
Never
 Always
s oiTi e -
t Imes
 All-rays
some -
t imes
N€?ver ATvrfivs
some-
t Irnoo
Never Always
some -
t imesLe fj s More
Never
Not
same
1__ some - 
t: Irnes 
/ 1 ^ 1  /
at all 
Never JL__ /—r__Z.
some- 
t imes
Always
Ve ry 
much
Always
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9. Do you crave sweets?
10. Do you reward yourself 
by eating;;?
Never / / 1 ^ 1  Always
some- 
t Imes
Never / / / ^ / Always
some - 
t Imes
11. Do you tend to cat: when you Not / / / ( Vervare bored or restless? at all much
12. Do you tend to eat when Not / / / I Verv
you are anxious, worried 
or nervous ?
at all much
13. Do you tend to eat: v/heii Not / / / I Very
you are depressed, blue 
or discouraged?
at all much
14. Do you tend to eat when Not / / / t Veryyou are fearful? at all much
15. Do you tend to eat ^̂ len Not / / / I Verv
you are lonely? at all much
16. Do you tend to eat when Not / / / / Verv
you are angry? at all much
17. Do you tend to oat when Not / / / / Very
you are relaxed? at all much
18. Do you tend to eat when Not / / / / Verv
you are irritable?
19. Do you tend to eat when Not / / / / Verv
you have experienced a 
failure?
at all much
20. Do you tend to ear whrm 
you have experienced a 
reject ion?
Not /-■ / / / Very
• at all much
21. Do you tend to eat when Not / / / / Very
you are not: hungry? at all much
22. Do you tend to eat in Never / / / / Always
response to fcoltn^o of 
tension, anxiety, or
some - 
t Imes
nervousness ;
23. Do you eat while watching 
television?
24. Do you eat while studying?
25. Do you eat while reading?
Never,
Never
Never
I  L U—Lsome- 
t imes
1__L___ U -Lsome- 
t imes
1__L___ /..^Zsome- 
t imes
Always
Always
Always
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26. Do you tond to oat whom It Not 
is 1 ate at n ipiht and you 
have to otvidy?
27. Do you eat l>efore g;oinR to 
bed?
28. Do you snack be*tween 
meals?
29. Do you eat In the evening 
(other than mealtime)?
30. Do you oat in the afternoon 
(other than niealtirne)?
31. Do you like to celebrate 
something important by 
going out to eat?
32. At a party do you cat a lot 
of snacks?
33. Do you enjoy going out to 
eat ?
34. Do you buy refrenhraents 
at movies, ball games, etc.?
35. Do you tend to eat when Not___
you are happy? at all
/ / / Verv
at all much
Never / 1 - ,./_ / Always
Never /
some- 
t imes 
/ - / / Always
Never /
some - 
t imes
_y - / / Always
Never /
some- 
t imes
±  -_y_ / Always
Never /
some - 
t imes
J -' I / Always
Never /
some - 
t imes
./ / Always
Never /
some- 
t imes
_/ / . I  ^ Always
Never / -
some- 
t imes
I Alwayssome- 
t imes 
/ / - / _Verymuch
The following questions represent a means of studying your 
tendency to eat Just before specific situations which most of us 
haye experienced personally or vicariously through stories, etc.
If you have not personally experienced the situation, try to 
imagine how you would respond to that situation or a very similar 
one from your own life. Indicate by placing a check mark on one 
of the five points on the scales showing the degree to which you 
would tend to eat while anticipating the situation in quotation 
marks.
1. "You are getting up to give a speech before a large group.** 
Anticipating this situation, you tend to eat
Not at alli I I i iVery much
2. "You are going into an interview for a very important Job." 
Anticipating ttiis situation, you tend to eat
Not at all I # I y $ I Very much
3. "You are entering a final examination in an important course 
Anticipating this situation, you tend to oat
Not at___allj_I____ ; r y   î_Very much
R9
4. "The night before a big dance," you tend to eat
Not at all]__I____ I 4  ̂ I__L^ery much
5. "You are entering the lecture hall for a large class."
Anticipating this situation, you tend to eat
Not at ally_I____ I____ I___ I__î Very much
6 . "You are discussing your college experiences with your
parents." Anticipating this situation, you tend to eat
Not at all j__I____ !____ i___» i Very much
7. "You are talking to an attractive person of the opposite sex
at a party." Anticipating this situation, you tend to eat
Not at all I -y____I____ I___ t__î Very much
8 . "You are sitting arovmd chatting with a group of friends of
your own sex." In this situation, you tend to eat
Not at all I I I I y : Very much
9. "You are in the dorm (or at home) watching TV on a Saturday
night." In this situation, you tend to eat
Not at all j__I I V___ i__i Very much
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APPENDIX C 
Kenyon Attitude Scale 
For Men
Directions : With the numbered scale below as a guide, 
indicate the strength of your agreement or disagreement 
with each item by placing a number in front of each 
item that corresponds to the number on the scale.
very strongly very strongly
agree disagree
 1. I would gladly put in the necessary years of
daily hard training for the chance to try out for the U.S. Olympic Team.
 2. I would prefer quiet activities like swimming
or tossing a ball around rather than such 
activities as automobile or speedboat racing.
 3* Among the desirable forms of physical activity
are those that show the beauty and form of human 
movement, such as-modern dance and water ballet*
 4. 1 prefer those sports which require very hard
training and involve intense competition such as 
interscholastic and intercollegiate athletics.
 5* A happy life does not require regular participation
in physical activity.
 6. The risk of injury would be v/ell worth it when you
consider the thrills that come from engaging in 
such activities as mountain climbing and bobsledding
 7* It is important that everyone belong to at least
one group that plays games together.
 8. Of all physical activities, those whose purpose is
primarily to develop physical fitness would not 
be my first choice.
 9. Among the best physical activities are those which
represent a personal challenge, such as skiing, 
mountain climbing, or heavy weather sailing.
 10. 1 would get by far the most satisfaction from games
requiring long and careful preparation and in­
volving stiff competition against strong opposition.
 11. The degree of beauty and grace of movement found
in sports is sometimes less than claimed.
 12. Almost the on]y satisfactory way to re]ieve severe
emotional strain is through some form of physical 
activity.
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very strongly very strongly
agree disagree
13* Frequent participation in dangerous sports or
physical activity is alright for other people but 
ordinarily they are not for m e .
 . Physical education programs should place much
more emphasis upon the beauty found in human motion.
 15- If given a choice, I sometimes would choosestrenuous rather than light physical activity.
 l6. There are better ways of relieving the pressures
of today's living than having to engage in or watch 
physical activity.
 17* I like to engage in socially oriented physical
activities.
 18. A part of our daily lives must be committed to
vigorous exercise.
 19- I am not particularly interested in those physical
activities whose sole purpose is to depict human motion 
as something beautiful.
 20. Colleges should sponsor many more physical
activities of a social nature.
 21. For a healthy mind in a healthy body the only
place to begin is through participation in sports and 
physical activities every day.
 22. The least desirable physical activities are those
providing a sense of danger and risk of injury such as 
skiing on steep slopes, mountain climbing, or parachute 
jumping.
 23. Being physically fit is not the most important
goal in my life.
 24. A sport is sometimes spoiled if allowed to become
too highly organized and competitive.
 25* I enjoy sports mostly because they give me a chance
to meet new people.
 26. Practically the only way to relieve frustrations
and pent up emotions is through some form of physical 
activity.
 _27. The time spent doing daily calisthenics could
probably be used more profitably in other ways.
 28. Given a choice, I would prefer motor boat racing
or running rapids in a canoe rather than one of the 
quieter forms of boating.
 29* Of all the kinds of physical activities, I don't
particularly care for those requiring a lot of socializing
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very strongly very strongly
agree disagree
 3 0 . Of all the kinds of physical activities, I
dislike most those that require a lot of socializing.
 3 1 . The most enjoyable forms of physical activity
are games and sports engaged in on the spur of the 
moment rather than those requiring long periods of training.
 32. One of the things I like most in sports is the
great variety of ways human movement can be shown to 
be beautiful.
 33* Most intellectual activities are often just as
refreshing as physical activities.
 3^. Physical activities that are purely for social
purposes, like college dances, are sometimes a waste of time.
 35* I am given great pleasure when I see the form and
beauty of human motion.
 36. I believe calisthenics are among the less desirable
forms of physical activity.
 37* The self denial and sacrafice needed for success
in today's international competition may soon become too 
much to ask of a 13 or 14 year old.
 38. People should spend twenty to thirty minutes a
day doing vigorous calisthenics.
 39* Too much attention is paid to those physical
activities that try to portray human motion as an art form.
 40. Sports are fun to watch and to engage in, only
if they are not taken too seriously, nor demand too 
much time and energy.
 41. Of all physical activities, my first choice would
be those whose purpose is primarily to develop and main­
tain physical fitness.
 42. If I had to choose between still-water and rapids
canoeing, still-water canoeing would be the better alter­
native .
 43. Watching athletes becoming completely absorbed
in their sport nearly always provides me with a welcome 
escape from the demands of every day life.
 44. Participation in games and sports can sometimes
spoil good friendships.
 45. The idea that every human movement is beautiful
is absurd.
 46. Physical activities having a strong element of daring
or requiring one to take chances are highly desirable.
Q3
very strongly very strongly
agree disagree
. I could easily spend an hour watching the
graceful and well coordinated movements of a figure 
skater or modern dancer.
 48. There are better ways of getting to know people
than through games and sports.
 49* The fun is sometimes taken out of sports and
games when they become too highly organized, overly 
competitive, and too demanding.
 50. Among the best forms of physical activity are
those which use the body as an instrument of expression.
 5i• Since competition is fundamental to American
society, sports and athletics need to be much''more 
demanding and competitive than at present.
 52. The best thing about games and sports is that
they give people more confidence in social situations.
 53* One of the best forms of physical activity is
that which provides a thrilling sense of danger such 
as sailing in heavy weather or conoeing on river rapids.
 ^4. Regular physical activity is the major prerequisite
to a satisfying life. 55. Vigorous daily exercises are absolutely necessary
to maintain one's general health.
 56. One of the most desirable forms of physical activity
is social dancing.
 57. In this country there is sometimes too much emphasis
on striving to be successful in sports.
 58• I would enjoy engaging in those games and sports
requiring, to a large extent, the defiance of danger.
 59* Most people could live happy lives without
depending oh frequent watching or participating in 
physical games and exercises.
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APPENDIX C Kenyon Attitude Scale 
For Women
Directions: With the numbered scale below as a guide,
indicate the strength of your agreement or disagreement 
with each item by placing a number in front of each 
item that corresponds to the number on the scale.
very strongly . very strongly
agree disagree
/ 1 . I would prefer quiet activities like swimming
or golf rather than such activities as water skiing 
or sailboat racing.
Z. 1 would gladly put up with the necessary hard 
training for the chance to try out for the U.S. Women's 
Olympic team.
tip 3 . The most important value of physical activity 
is the beauty found in skilled movement.
4. Physical education programs should stress vigorous 
exercise since it contributes most to physical fitness.
 ̂ 5. The years of strenuous daily training necessary to
prepare for today's international competition is asking 
a lot of today's young woman.
6 . The need for much higher levels of physical fitness 
has been established beyond all doubt.
7. Among the best physical activities are those which 
represent a personal challenge, such as skiing, mountain 
climbing, or heavy weather sailing.
8 . Among the most desirable forms of physical activity 
are those which present the beauty of human movement such 
as modern dance and water ballet.
[p 9 . 1 would get by far the most satisfaction from games 
requiring long and careful preparation and involving 
stiff competition against a strong opposition.
10.Of all physical activities, those whose purpose is 
primarily to develop physical fitness would not be my 
first choice.
< 11 .The best way to become more socially desirable is 
to partiei^)ate in group physical activities.
 12.Almost the only satisfactory way to relieve severe
emotional strain is through some form of physical activity
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very strongly very strongly
agree disagree
2_13• I would usually choose strenuous physical
activity over light physical activity, if given a choice.
^  14. Physical education programs should place a little 
more emphasis upon the beauty found in human motion.
<1 15» There are better ways of relieving the pressures 
of today's living than having to engage in or watch physical activity.
16. Frequent participation in dangerous sports and 
physical activities is alright for other people but 
ordinarily they are not for m e .
'X' 17. I like to engage in socially oriented physical 
activities.
—^ 18. A large part of our daily lives must be com­
mitted to vigorous exercise.
19. I am not the least interested in those physical 
activities whose sole purpose is to depict human motion 
as something beautiful.
20. Colleges should sponsor many more physical 
activities of a social nature.
'Z 21. Being strong and highly fit is not the most 
important thing in my life.
22. The least desirable physical activities are those 
providing a sense of danger and risk of injury such as 
skiing on steep slopes, mountain climbing, or parachuting.
. For a healthy mind in a healthy body the only place 
to begin is through participation in sports and physical 
activities every day.
2 24. A sport is sometimes spoiled if allowed to become 
too highly organized and keenly competitive.
Ù: 25 » The time spent doing daily calisthenics could 
probably be used more profitably in other ways.
26. I enjoy sports mostly because they give me a 
chance to meet new people.
 27. Practically the only way to relieve frustrations
and pent up emotions is through some form of physical 
activity.
^ 28. Given a choice, I would prefer motor boat racing 
or running rapids in a canoe rather than one of the 
quieter forms of boating.
29 » Strength and physical stamina are the most 
important prerequisites to a full life.
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very strongly very strongly
agree disagree
\ 30 • One of the things I like most in sports is the 
great variety of ways human movement can be shown to be beautiful.
^ 31. Most intellectual activities are often just as 
refreshing as physical activities.
^  32. Strength and physical stamina are the most 
important prerequisites for a full life.
n 33 « Physical activities that are purely for social 
purposes, like college dances, are sometimes a waste ot time.
(p 34. The self denial and sacrifice needed for success 
in today's international competition may soon become 
too much to ask of a thirteen or fourteen year old girl.
A 35. I am given unlimited pleasure when I see the form and beauty of human motion.
4 36. I believe calisthenics are among the less desirable 
forms of physical activity.
37 » Watching athletes becoming completely absorbed in 
their sport nearly always provides me with a welcome 
escape from the many demands of present-day life.
2  38. If I had to choose between "still-water" canoeing 
and "rapids*' canoeing, "still-water" canoeing would 
usually bo my choice.
Z- 39 « There are better ways of getting to know people
than thi'opgh games and sports.
40. People sould spend twenty to thirty minutes a 
day doing vigorous calisthenics.
4-1. There is sometimes an over-emphasis upon those 
physical activities that attempt to portray human move­
ment as an art form.
4 42. Physical activities having an element of daring 
or requiring one to take cnances are desirable.
 kj. Since competition is a fundamental characteristic
of American society, highly competitive athletics and 
games should be encouraged for all.
Ip 44. A happy life does not require regular participation 
in physical activity.
45. The best form of physical activity is when the 
body is used as an instrument of expression.
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very strongly very strongly
agree disagree
46. Sports are fun to watch and to engage in, only
if they are not taken too seriously nor demand too much 
time and energy.
K 47 * Calisthenics taken regularly are among the best forms of exercise.
48. I could spend many hours watching the graceful 
and we11-coordinated movements of the figure skateroj 
or modern dancer.
.Jr- 49 * The best thing about games and sports is that 
they give people more confidence in social situations.
 50. Among the best forms of physical activity are
those providing thrills such as sailing in heavy weather 
or canoeing on river rapids.
 5i• Regular physical activity is the major prere­
quisite to a satisfying life.
 52. In this country there is sometimes too much
emphasis on striving to be successful in sports.
 53* I would enjoy engaging in those games and sports
that require a defiance of danger.
 ^4. Most people could live happy lives without depending
upon frequent watching or participating in physical 
games and exercise.
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Appendix D 
Revised Master Questionaire (RMQ)
Please indicate whether each item is True or False for you by 
marking either T(true) or F(false),
T a l k i n g  a b o u t  f o o d  m a k e s  m e  h u n g r y .
I f  o t h e r  p e o p l e  a r e  e a t i n g  i n  f r o n t  o f  m e ,  I  w i l l  u s u a l l y
j o i n  i n  e v e n  L f  I ' m  n o t  h u n g r y .
W a t c h i n g  o t h e r  p e o p l e  e a t  m a k e s  m e  h u n g r y .
I F  a  p a c k a g e  o r  c a r t o n  i s  p a r t  C u l l ,  I  w i l l  o f t e n  c o n t i n u e
e a t i n g  u n t i l  i t  I s  c o m p l e t e l y  e m p t y .
W h e n  1  s e e  o r  h e a r  a  c o m m e r c i a l  a b o u t  f o o d ,  I  o f t e n  f e e l  t h e  
d e s i r e  t o  s n a c k .
T o f t e n  n i b b l e ?  o n  f o o d  w f i e n  Ï  a m  c l e a r i n g  o f f  t h e  t a b i c .
1  s n a c k  a  l o t  i n  t l u *  e v € * n i . n g .
1  l i k e  t o  e a t ;  w h i  l e  I  a m  v / a t c h i n g  t e l e v i s i o n .
1 o f t e n  u s e  h i  g h  c a l o r i e  f o o d s  a s  a  " p i c k - m e - u p "  o r  r e w a r d .
I  h a v e  a  l o t  o f  l i a d  l u c k .
I  c a n ’ t  1 m a g  i. n e  w h a t  T w o u l d  l o o k  l i k e  i f  I  w e r e  t h i n .
W h e n  i t  c o n t î . s  t o  w i l l  p o w e r ,  1 a m  a  f a i l u r e .
S o m e  t  i n i e s  I f e e l  l i l . e  m y  e a t i n g  I s  o u t  o f  c o n t r o l  a n d  t h a t  
1 ( ' a n *  I  d o  a u y t h i . n f ’, t o  c h a n g e  i t .
I  o f t < : ' n  l e c v l  l l i a l .  T l i a v e  1 \  1 1  l e  c o n t r o l  o v e r  m y  l i f e .
J h a v t :  a  v e r y  n e g a t i v e  i m a g e  o f  m y s e l f .
f t  d o e s n ' L s e e m  f a i r  t h a t  s o m e  p e o p l e  n e v e r  h a v e  t o  w o r r y  
a b o u t  l i a  i  r  v / e l j ; h L .
I  a m  n o t  v e r y  s u c c e s s f u l  a t  t a l k i n g  m y s e l f  i n t o  " b e i n g  p a t i e n t  
a n d  t r y i n g  h a r d e r . "
S o m e t f m e s  I  f e e l  l i k e  I  h a v e  b e e n  u n j u s t l y  t r e a t e d  b y  C o d  o r  
n a t u r e .
I  I c e l  h t ' j  p l k ' s s  L'.i m a n y  a s p e c t s  o f  n i v  l i f e .
I  o l t e u  w o a d e i i ( T a m  n o t  j u s t  k i d d i n g  m y s e l f  w h e n  I  g o  o n  a
n e w  r e d u c i n g  p i o g r a m .
T h e r e  w a s  a  t  i m e .  w l i e n  1  t h i n k  J c o u l d  h a v e  s t a y e d  t i i i n ,  b u t  
n o w  i t  m a y  b e  I ; o o  l a t e .
W I u ' i i  ! a m  d i e t i n g , ,  I d . o n ’ t  I e e l ,  l i k e  f  a m  m a k i n g  p r o g r e s s
n i l  1 t v ; s  I I t ' C  I  b u n g  r y  .
M y  ( n t h u s  i a s n  l o r  r i  t l u t ' î u ' ’ h a s  d e c  r e a . s e d  a  t o i . .
1 v / c > u l d  p r o b a b l y  h f  d  f. s a p ] > o  i n l t^ . ' . l  i l  1 d i t . l r i ' l ;  l o s e  a t  l e  a s  t
1 0  p o u n d . ' :  p i . ? r  m o n t h ,
Ü 3 .  T  / f  I  t i f t e . u  d o i d > l  w h c t l u  r  1 h . i v e  \ / h . 3 t  I t  t a k e s  t o  s u c c e e d  a t  
wi? i  p , h t  c o n t r o l .
1 .  T F
2 .  ( t ) F
3 .  T 0A. ̂ F
5 . ( t ) F
6 .  T 0
7 .  T ( F )
8 .  ' f - ' F
9 .  % F
1 0 .  T
1 1 .  x ) 1'
1 2 .  T d - '
1 3 .  O'.:> V
l A .  0 V
1 5 .  T ’ F
1 6 .  T F
1 7 .  T i-’
1 8 .  / t  ) FV—̂
1 9 .  T y.
2 0 .  i t ]'
2 1 .  T $
2 2 .  T
2 3 .  T d- '
2 4 .  T F
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26. T (0 I doubt that I would ever stick to an exercise program long
enough for it to do me much good.
27. T rf I have trouble focusing on the long range benefits of reducing
28. T . My motivation is seldom very lasting.
29. T 1̂ ' I would classify myself as a weak-willed person.
30. T (̂ ' If I couldn't lose more than a pound a week, I would probably
give up.
31. T .F̂ If exercise were the only way to reduce, I would be in
trouble.
32. T For me to reduce I will probably have to eat less than 1000
calories per day.
33. T My metabolism is probably below average.
34. T (F I think there is something wrong with me because I have so
much trouble losing weight.
35. T -F‘ Some people are just naturally fat and I am one of them.
36. T (f) I think I have a low tolerance for calories—  it doesn't
^ take many for me to gain weight,
3 7 .  T  (' F,' I  t h i n k  I  h a v e  i n h e r i t e d  a t  l e a s t  s o m e  o f  m y  w e i g h t  p r o b l e m .
38. T (F) There are unchangeable differences between really fat and
really thin people.
3 9 .  T  %  M y  f a t  d o e s n ' t  s e e m  t o  m o v e  o r  m e l t  a s  f a s t  a s  o t h e r  p e o p l e ' s .
4 0 .  T  iP F o r  m e  i t  d o e s n ' t  t a k e  m u c h  t o  g a i n  w e i g h t .
4 1 .  T  ( J '  K v e n  w h e n  1  f o l l o w  m y  d i e t  s t r i c t l y ,  I  d o n ' t  s e e m  t o  b(? v e r y
s u c c e s s f u l  a t  i e d u c i n g .
4 2 .  r  A  p e r s o n  w i i o  i s  n a t u r a l l y  f a t  c a n  l o s e  w e i g h t  t e m p o r a r i l y —
b u t  t h e y  w i l I  a l m o s t  a I w a v s  g a i n  i t  b a c k .
4 3 .  T  I t  r e a l ]  y  a g g r a v a t e s  m e  w h e n  T s e e  a  t h i n  p e r s o n  o v e r e a t i n g .
4 4 .  T  / T  ' S o m e  p e o p l e  d o n ' t  h a v e  t o  w o r r y  a b o u t  t h e i r  w e i  g h t  b e c a u s e
t h e y  l i f i v e  b e e n  b o r n  " i m n u n e "  t o  f a t .
4 5 .  F  T l ' c ' r c :  i s  a  l o t  o f  t r u t h  i n  t h e  s a y i n g  t h a t  y o u  c a n ' t  L o a c l i  a n
o l d  d o g  u ( / w  c r i c k s .
4 6 .  ]? I  r e s e n t  i t  w h e n  a  t h i n  p e r s o n  b r a g s  a b o u t  h o w  t h e y  d o n ' t
h a v e  t o  C M t c i i  t h e i r  w e i < \ h i : .
4 7 .  F  U n l e s s  y o u  s w e a t  w i i i l e  y o u  e x e r c i s e ,  y o u  a r e  p r o b a b l y  n o t
b u r n i n g ,  u p  i i i . i n y  e a l o r i o . s ,
4 8 .  ' r  ( ^ )  A  b a i a i u ' e d  f l i i ' i  d c K ' s n ' t  h a w e  t o  { n c l . u d e  f a t .
4 9 .  T ( F  T i a !  f i i n o e n l  o f  l a t i . g . u e  c a u s e d  b y  a n  a c t i v i t y  i s  a  g o o d  i n d e x
^  o f  h o w  m a n y  «: a . l  o r j . e s  i t  c o n s u m e s .
5 0 .  T  \ F  W i n  s i e v e  r  p o s s i b l e ,  a r e d u c i n g  d i e t  s . h o u l d  t o t a l l y  e l i m i n a t e
f a t s .
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R e v i s e d  M a s t e r  Q u e s t i o n a i r e  ( R M C )  
p a g e  3
5 1 .  Ï  F I  P r o c e s s e d  f o o d s  a r e  u s u a l l y  l o w e r  i n  c h o l e s t e r o l  a n d  c a l o r i e s
t h a n  u n p r o c e s s e d  f o o d s .
5 2 .  T  / F  O u n c e  f o r  o u n c e ,  d r i e d  f r u i t s  a r e  s l i g h t l y  l o w e r  i n  c a l o r i e s
t h a n  f r e s h  f r u i t s .
5 3 .  T  {¥ I n  t e r m s  o f  c a l o r i e  c o n t e n t ,  h o n e y  a n d  n a t u r a l  s w e e t n e r s
are lower than whi.tt? sugar.
5 4 . / T  F  r . i i  t e r m s  o f  p r o t e i n  a n d  c a l o r i c  c o n t e n t ,  h o t  b r e a k f a s t  c e r e a l s
a r e  b e t t e r  f o r  y o u  t h a n  c o l d  o n e s .
5 5 .  T  ; F  A n  i n d i v i d u . a l  o f t e n  c a t s  m o r e  w h e n  h e  i s  h o t  t h a n  w h e n  h e  I s
CO Id.
5 6 .  T  F  L o w - f a t  a n d  n o n - f a t  m i l k  p r o d u c t s  c o n t a i n  l e s s  p r o t e i n  a n d
c a l c i u m  t h a n  t h o s e  m a d e  f r o m  w h o l e  m i l k .
Appendix E 
Demographic Data Sheet
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Name :
first last initial Sex: M F Age=
Marital
Single
Engaged
Married
Status ! Circle One 
Remarried 
Separated 
Divorced 
Widowed
Jf you have children, 
list their sex & age :
Sex : 
Age :
If applicable: How long have you been married? ________
Age of Spouse : _______
Is your spouse overweight? _______
Any children obese? _____ . If yes, list ages
and pounds overweight. _______________________
Family History : Father living deceased ; cause of death ___
Mother living deceased ; cause of death Age & Sex of overweight siblings:_______________________
What is the highest grade you attended in school?
8 years/less tech./trade school
some high school ' some college
high school grad 4 yrs or more college
What is your primary occupation? ________________
If applicable; What is your spouse's occupation?
What is your family income(yours and spouse's combined)
2 .5 0 0-4 ,999 1 0 ,0 0 0-1 2 ,499 1 7.5 0 0-1 9 , 9 9 9
5 ,000-7 , 4 9 9  1 2,5 0 0-1 4 ,999 2 0,000-24,999
7 . 5 0 0 - 9 ,999 1 5 . 0 0 0 - 1 7 , 4 9 9  2 5 , 0 0 0 - 2 9 ,999
3 0 , 0 0 0  +
Are you currently taking any medication that affects your 
weight? _____  if yes, please list the medication. _______
List any major medical problems(e.g., heart disease, 
high blood pressure, diabetes) ________________________
Do you smoke cigarettes? if so, for how long?
Have you ever been told by a physician to lose we’ght? 
if so, how much? _____________ Were you successful?___
Experimenter usei 
Height :
Weight:
Blood Pressure: 
Pulse :
Caliper :
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A l ’i ' K N D l X  ^
PliyLSICAI, A C T IV ITY  QUESTIONAIKli
1. How often do you participate is physical activity?
___________ Daily or almost daily
__________ 3“5 times per week__________ 1-2 times per week
__________ a few times per month
less than once a month
2. How long is your usual period of participation?
I-10 minutes
II-20-minutes 21-30 minutes 
over 3G minutes
3. How vigorous is your usual period of participation?
___________ susta incd heavy breathing & sweating
( jogtjinf.)
___________ intermi ttarit heavy hr ea Idling A: sweating
(tennis, vigorous s})ortr;)
___________ mod or;rte ly he; : vy ( rccr ea 11 ona J. i:i>o r ts
&  g i i m  e r i , b i c y c; 1 in g , fas t wa 1 k  j  n g  )
___________ modéra, te ( volJ cyball , softbal 1 )
__________ relatively light( walking, fisuing)
Indicate your soascnal par !..i c i pa t io n :
... . . , I'VlNTbl-: :;PR‘IMO FALLi\ia jor ;; p o  i  . or .i :: I. ) v  ). ty
I'da-i'c j S'" ; 'uppl ( ts
( ca 1 is i lu'ii.l <-s , .'s ,y;.i ii.s,
e to . )
103
A p p e n d i x  G  
W e i g h t  H i s t o r y  Q u e s t i o n a i r e ( W H Q )
P l e a s e  l i s t  ( a )  p e r i o d s  o f  s i g n i f i c a n t  w e i g h t  g a i n  i n  y o u r  l i f e  a n d  
t h e  c o n d i t i o n s  t h a t  l e d  t o  t h e  w e i g h t  g a i n s ,  ( b )  t h e  n a t u r e  o f  y o u r  
a t t e m p t s  t o  l o s e  w e i g h t ,  a n d  ( c )  w h y  y o u  t h i n k  y o u  w e r e  u n a b l e  t o  
l o s e  w e i g h t  o r  k e e p  i t  o f f .
F I R S T  T I M E :
( a )  a g e  a t  g a i n :
( b )  t y p e  o f  p r o g r a m  u s e d :
( c )  w h a t  h a p p e n e d ? :
S E C O N D  T I M E :
( a )  a g e  a t  g a i n :
( b )  t y p e  o f  p r o g r a m  u s e d
( c )  w l i a t  h j p p u i i e d  : :
T H I R D  T I M E :
( a )  a g e  a t  g a i n
( b )  t y p e  o I  p r o ) » r a m  u s e d
( c )  w h a t  h a p i u M u . ' d ? :
— I t  i \ e c e s : : a r y ,  ] u \ L  a « U I  1 1, i o n a  I. t i m e s  o n  b . i c k  s i d e
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A p p e n d i x
U e s L r a l u r ' d / l l n r c f i t r n  t n o d  I C a t l n f ;  S c a l e
P l e a s e  c i r c l e  o r  o L l i e r w i s e  i n d i c a t e  y o u r  a n s w e r ,
V'*"
1 .  H o w  o f t e n  a r e  y o u  d i e t i n g ? : r a r e l y  s o m e t i m e s  u s u a l l y  a l w a y s
2 .  W h a t  i s  t h e  m a x i m u m  w e i g h t  g a i n  y o u  l i a v c  e x p e r i e n c e d  w i t h  i n  a  
w e e k ?  ( p l e a s e  s p e c i f y  i n  p o u n d s ) : ________________
3 .  D o  y o u  e a t  s e n s i b l y  b e f o r e  o t h e r s  a n d  m a k e  u p  f o r  i t  a l o n e ? :
n e v e r  r a r e l y  o f t e n  a l w a y su'
4 .  D o  y o u  g i v e  t o o  m u c h  t i m e  a n d  t h o u g h t  t o  f o o d ? :
n e v e r  r a r e l y  o f ^ ç n  a l w a y s
5 .  D o  y o u  h a v e  f e e l i n g s  o f  g u i l t  a f t e r  o v e r e a t i n g ? :
n e v e r  r a r e l y  o f t e n  a l w a y s
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Appendix ^
T h e  L ife  Experiences Survey
ÜMCtl hclow nrc a mnnher uf events wliiih stmu linics brine about » Ii;nie«* in tbc lives ni thn c win» 
c.\|icriencc them and winch necessitate smial read}n>inu'ni /'/, />«* d u t k  ilnnv fvciz/.c Vnc/r yn« /n/;e 
<tpcrii'ii(tul in Ihc rc it 'n l  /'.m/ */«d in tl in tlt ’ I f i r  l ime Ju-ntut ilnntif^ whiih  you huve rxpt'iii'ticeti eilf/i 
ercMf. lie sure that all check marks arc directly across from the iiemr» they correspond to.
.\1'0, for each item checked below. f>h u\c indicutc the extent to \ehith  yn/i vn ;eed the event us 
ftthrr II positive nr »o yo/r*» impuet on yoin l i je  at the liine the <'veni m » nirial Th.it i\. indieute the 
type and extent o f  im port thut the event hud. ratine ot — would indoate an exireioely oeeaiico 
iiiip.ict ;\ ratioK of 0 succests no impact either positive or neuaticc. A rating ot 4 .1 would indicate 
in extremely positive impact.
Section 1
I. Marriage
I. Detention in ja il t»r eomparable  
institution 
k Death of spouse 
I  Major ehaoKe in steeping habits 
(much more or much less sleep)
t)
Im 111 I
:: u 2 V
: Ÿ U 2  Ë"iL
- u 
*“ , d
C L
- 2  -  1 0 + i +  2 4"d
- d - 2  - 1 0 + 1 +  2 4"d
- d - 2  - 1 w h i 4-2 -f-d
- d - 2  - 1 II + » 4 -2 d-d
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U 7 iiK»
I < I I < I
5. IK m i Ii ««f I'liiM* l .i in ilv  mt iiil't * :
;i. UinliMT
)i.
* . Ill'OllUT 
(I. !'i>ier
r. ^ i.m hIiik ii Ik ’i 
f. tin
K. nllin
0. .Mai<«r rli.in̂ r in li.iliii>
(iiilK II nanV or non Ii U -s fotMl Int.ikt*)
7. I oi n  lo'̂ in « on moi i or lo.ni
S, IUm i Ii of ( lost* fiinnl
V. Oiiislaiiiliii)' |M*i>oii.it ai'hii'x (‘inriri
10. Minor l.iw xiol.liions ( li allie lirkcis, 
(list iirliin̂  I In |i« .n , . etc.)
11. .I/n /r; Wi fe ^ii ll ririnTs |n'v*^naiu 
I i .  / ’Vw/a/»*: I ’l (’<i;n.nu \ ‘
l.l. ( liannnl wtnk sit nil ion («tillernil 
work K "I"nisil ilirx . ni.ijor eh.niKt* 
in Winking coinliiions, working* 
lioiirs. clc.)
14. New joli
15. Serious illness or injin \ of i lose 
fa iiiile nienil*er ;
a. la I In r 
I*, nioi In i
(. sisliI
(I. In o| In i 
I i;rainlfal lier 
f. ^r.itnlniollier 
H- spoiise 
li. olliei (speiifx)
16. Sexual dilln nllies
17. I'roiilile xxiili employer (in d.iiijier 
of losing joli. living suspended, 
demoted, I'le.)
IX. I idiilile xxitli in I ixx s
19. Major i li.iiixn in lin.im i.il si.iius 
(.1 lot heller oil or a lot xvoise (•II)
20. Major ( lian^e in (loseness ol f.imily 
memln Is (inerxMsed or decrc.ised 
eloseness)
21. < iainiiiK a new f.imilx nn udw i 
(il iro iik li l i ir t l i .  a ilopiio ii. I . im ily  
niemlier moxtn^ in. etc.)
2 2 .  I l i a n t e  o f  l e s i d e i i e e
25. M a r i ta l  separation from mate  
(due III eonlliel )
24. .M.ijor ( l ian te  in > Ii i i k  li .letix iiies 
(increased or deei e.l'oeil .it tend ,nnc)
- 5 _J - - 1 0 -hi 4-2 4-5
- ■ ,i ._ I -  1 o I I 4-2 4 5
- .1 2 -  1 0 -l- 1 -h2 4-5
-  t - - 2 -  1 0 I I 12 h *
-- ,î ’ -  2 — 1 0 M ■i 2 1 5
— s — > -  1 0 l- 1 4-2 4-5
- .1 _ > -  1 0 -M -h2 4-5
- .1 “  2 “  1 0 ■hi 4-5
A J P r 0 4 1 4-2 4-5
- .1 _2 — 1 0 hi 4-2 4-5
- .1 - 2 — 1 0 -4-1 4-2 h*
- .1 — * - 1 0 4-1 4- 2 4-5
-- -i -- 2 - 1 0 4-1 -h2 4-5
- .1 _ t - 1 0 4 1 4-2 -h5
- . i Q ) - 1 0 hi 4-2 -h5
-  .1 _2 ^1' 0 4-1 4-2 45
•• 1 1 - 1 t) I I 1-2 -1 5
- .i — 2 ’ - 1 II -1 1 h 2 45
— .> _ 2 -- 1 0 1 1 1-2 45
- 2 - 1 0 - I I 12 15
" ~ t __ 2 - 1 0 1 1 h2 4-5
s 2 1 o hi 4 2 45
- Î -- 2 • -1 o I 1 4 2 -4 5
- .1 1 -* 1 II hi 4-2 4-5
- .1 ... 2 - 1 II h 1 12 4-5
- 5 _j ,i> 0 4-1 4-2 -45
- 5 _2 -- J 0 4-1 4-2 4-5
Q ; - 1 0 4-1 4-2 -45
- 5 _  2 - 1 0 4-1 -4 2 -45
- 5 — 2 - 1 0 hi 4-2 -43
r.5.- _J - 1 1) 4-1 4-2 4*5
_  I - 1 0 4-1 4-2 4 5
- 5 -  2 - 1 0 4 1 12 4-5
0 7 m o 1.^
Z
i  j;
to to - -f “ 'i *-fi m o 1 VI* S  k É  i* = k — * ̂ ^ i
25. M't «1111 il.iiioii wiili in.iti* -.4 » -  1 0 II 1-2 I-.4Jo. ill iuiiiiIm i ,,f .ii»;ii-
iiinn> uilli s|M«ii><- (.1 loi . . . o, .%
lilt It'ss ,11 ̂ iiDivnt^) -.4 J -  1 o M 12 H 427. .Miirrit'ti nutlt’: ( li.inpt* in if« \
k «»iit>ii|f lilt* lioni* ()•• ciiiiiiiî
\v««rk, rtMNiiij; w«*rk, (*li.iiîiii>; in a
now j<»l>, 0 (0 .) -.i - 2 -  I (1 n 1-2 -I--42K. Mitrri-cd ti'ttiiilc : { li.m^o in lius-
li.iint N w «m I: ( I l i»f joli, III ĵ inniiiK
now jiili, roi ilI’litoiti, i (« ) - 2 -  1 0 +  1 -1-2 1-4
2V. .Mnjoc oil.111^0 in n>ii.il (\ |»o anil,
annuinl nf rooio.tlion -.4 __ 2 -  1 0 n 1-2 I-.4
.1(1. Jloiriiwiiii; iinno iImii SKI.00(1 (Inix -
iiij; homo. lni7'inos>. oii .) -  4 _2 -  1 0 +  » H-2 4--4
.11. K m  row ill Io>> til.Ill S 10,000 (IniyiitK
oar, r\\ xollinK >o|inol lo.ui. olo.) —  .4 <•-> -  1 0 +  1 H-2 H-4
JJ. Koiiij; liroil fioiii jolt -.4 __ 2 -  1 0 rl H-2 1-4
j * . .Shite: W  ifo îii Ifiioinl li.iviitj;
altoi'iiitit -.4 — 2 -  1 0 H I 4 2 4-.4
24 J'rutuie: llax inn al"»i lion —  4 -  2 -  1 0 4-1 H-2 -1-4
25. .Major iioi'Miii.il illiio?'. or injni y —  2 -  1 0 +  1 H-2 1-4
20. 51 ijoi I'liaiyiif ill ôi i.il .11 Ii> it ii-N,
o.j;., (iartii*>. nio\ ir̂ . \ i Itino (in
iio.iNfil III ill on isi i| )i.«i lit i|«.tlion) -  .4 -* 2 ■ ■  V 0 II 4-2 -1-427. M.ijor oh.1110** in lixini; i oinli 1 i< ii> of
l iniily (Iniihlini; now Innm . roinoili'l-
iiij:. iloiorioi.itioii of limno. in i%;li
hilt liiioil, oio.) - ■  2 - 1 0 II 12 14
( H 1 tivoi I I* v' _. > I 0 H 1-2 4-4
ir Sori«ni> injury m  illno'"* of i lo*,o
fi h nil ■ - .4 -• 2 -1 o II H-2 H-.4
«() Ui'lii onioni f i inn w ork —  .4 _J - 1 tt HI 1-2 H-4
II. S.Ill nr il liiĵ hi* 1 II i\ ini; Innno (ilne
to m.irri.î o, oolloj;o. * li .) —  .4 _ 2 - 1 0 +  1 -1-2 4 4
12 r.inlinj; o| format m  hoolin^ _2 - 1 0 4-1 4-2 -I-.4
li. Srti.iraiHHi fruin (iluc (v
work, iraxcl, etc.) ( -  2 - 1 0 +  1 H-2 H-4
II r.ti|',i|'viiu*n( —  .4 _2 —  I 0 -1-1 1-2 4-3
II ltd.ikiiiK up with l»i*yfi ioinl,/
nirlfrioini —  .4 -  2 - 1 0 •hi -|- 2 I-.4
1̂ l.L'.iviiij: hoinf for (lit* lit >t time —  .4 —  2 - 1 0 H I H-2 -f- 4
i; kmiin ili.iliini xxillt Imyfi i« m l
t;iclfrii*inl -- .4 -  2 —  1 0 -f-I 12 4-4
• !(rf tiffn! exhrrivnn'S M'hit h httiv fnu!
1* nti/nir/ luj your tih\ t.ist und rate.
It "  .4 _2 -  \ 0 -l-l 4 2 4-4
t) -.4 -  2 -  1 0 H I |- 2 H-4
k - .4 - 2 - 1 0 H I 12 1-4
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Seclion 2: Sdidt'iit Only
51. lU'jiinnnij; ;i m  u srimul i \|ici jcm c* 
;it a tuyla r at .nk niir It \ 1 1 (« tillĉ c, 
^ladtialc St liiinl, |irt»frs>i<Mial
St'lltliil, fit',)
('lianyitî  |o a m  u st Iioul at same 
at atliniit It \ 1 1 (iiml* ) yi atlnaU'.
^ladiiaU*, fit .)
Acatlt’mic piokatitm 
(Icinji tiismissotl fitmi dt>rmUt>iy t>r 
tit lit r I Csitlfin I*
I ailiiiK an iiiipta tant exam  
ClianntMi: a major  
I 'a il i i i^  a com se 
Dropping a rtitirse 
Joining a fi att rn i t \  soroi i ly  
I' in .'im ial prol lems t tn n f in in g  
s( litiol (in tiangt r of mil lia \ ing , 
snfln ient nitincy tti t tmtinue)
52.
55.
54.
55. 
50. 
57. 
5X. 
59. 
6Ü.
-.Î —  2 —  1 (1 + I 4-2 4-5
- 5 t) -f-I 4-2 4-3
- 5 —  2 “ 1 0 + 1 4-2 4-3
-.4 —  2 —  1 0 -f I 4-2 4-3
-.Î - 2  - 1 0 4-1 4-2 4-5
~  2 ~  1 (1 4-1 4-2 4-5
—  2 —  1 0 4-1 4-2 4-5
-.1 0 4-1 4-2 4-5
-  J - 2  - 1 0 4-1 4-2 4-5
- 5 ” 2 ~  1 0 4-1 4-2 -f-3
